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DR. CLAUDE A. THOMPSON, Eprror-in-Cuier. 


THE PATHOLOGICAL THYROID GLAND AND ITS TREATMENT. 
Dr. F. Y. Cronk, Guthrie, Oklahoma. 

A most interesting field of medicine into which physicians roam 
is the disease originating from a glandular element of the human body. 

Duct and ductiess glands alike, by their functional activity, cause 
us to rack the remotest corners of our medical storehouse for knowl- 
edge to accuse and convict a definite gland of its offense. The field is 
large and | shall confine my remarks to that of the thyroid and its 
often inseparable body, the parathyroid. 

The thyroid gland develops on the dorsal side of the third and fourth bron- 
chial pouch. In the descent of this body, especially the superior por- 
tion, anomalies often arise through delay. In early development of the 
hyoid, a portion of the gland may lay above it, or it may remain in 
close proximity to the tongue. Again, the thymus gland, which develops 
in the third groove, may carry with it a portion of the thyroid to a sub 
sternal or intrathoracic position and give us a distorted picture of a real 
thyroid. 

It is a very vascular organ, being supplied directly from the large 
neck vessels. The parathyroids, as well, are vascular and lie near the 
division of the large thyroid vessels into the smaller branches supplying 
the gland substance of the thyroid; yet, I feel one may safely remove 
practically the entire thyroid, leaving only a small amount of gland 
tissue at two of the four so-called poies. 

I have not experienced the unpleasant and anxious hours following 
the development of tetany from .parathyroid injury or removal, and | 
trust never shall, though it happens to the most careful and conservative 
surgeons once in a great while. 

Dr. Brown, of Australia, is very strong in his conclusions of the 
importance of nonremoval of this seemingly insignificant gland. He 
reports a case of tetany, developing four days after a second operation, 
in which he removed practically the whole of an exophthalmic gland 
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(first operation six months previous in which there was removed one 
lobe only), and attributes it to his acceptance of some recent articles 
by surgeons minimizing the importance of the parathyroid. 

Much stress was laid upon the definite function of these small 
glands by my former teachers, Drs. Halsted, Welsh, Bloodgood and Mac- 
Callum, and to them I am grateful for my respect of this small gland. 


The relationship between the thyroid and thymus glands is quite 
well established. Garre and Matti claim, from analyses of patients with 
Basedow’s disease in which thyroidectomy was done, that a very large 
percentage have a persistent thymus (95% and 7642%, respectively). 


A certain amount of thyroid gland secretion is necessary for body 
metabolism, and just what changes this glandular activity we are not 
sure. True, an under secretion, even though a large gland be present, 
produces the well-known picture of myxoedema—Cretinism. Contrasting 
with this, an over secretion, and we picture the irritable patience of 
Graves’ disease. 

The iodine content is altered by this varied condition, that contained 
within the under secreting gland being increased, while in Basedow’s 
disease the glandular amount is decreased but that of the blood increased. 

Until we locate some cause beyond the gland itself, our efforts must 
begin with the regulating of its secretion. We have both acquired and 
congenital conditions with which to deal; the former most common. 

There is a swelling of the thyroid often noted in young girls at 
puberty, and a similar condition sometimes develops during pregnancy 
This is temporary, as a rule, and thyroid extract may be given with 
advantage. 

The simple adenoma is what we might term an exaggeration of the 
normal thyroid. The foetal adenoma we may speak of as an undeveloped 
gland, the vesicles filled with columnar cells and contain very little 
colloid. 

The colloid goitre (cystico-colloid as spoken of by Dr. Shepard) 
forms some of our largest neck tumors. Cysts of varying size and con- 
tents are dealt with. It is interesting to note the sudden enlargement 
of a cystic area from hemorrhage. and occasionally most distressing 
symptoms arise from pressure on the trachea or respiratory nerves. 
Systemic disturbances are few and surgical] interference is instituted 
for relief of pressure or possibly cosmetic effects alone. 

Thyroiditis—acute inflammatory conditions—are rare. They should 
not be forgotton, however, as tuberculosis, syphilis, and the metastases 
in typhoid and scarlet fevers, diphtheria, influenza and _ echinococcus 
disease. 

Epithelial hyperplasia in some giands is marked and this is the type 
found in patients suffering from hyperthyroidism. 

The malignant goitre is no more promising than cancer elsewhere, 
and it is only the early operation that promises permanent relief. 
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I should like to speak a little more in detail of the change taking 
place in the thyroid in patients with Graves’ disease—a condition in 
which alarming symptoms of hyperthyroidism develop. It is a surgical 
disease and, while this does not mean operation in every case, the 
patient should be under the supervision of a man who is competent to 
institute any form of treatment that the individual case may demand. A 
certain amount of medical treatment is necessary in all cases, and of all 
remedies nothing is so important as long periods of rest in bed. No one 
drug seems beneficial in all cases, so we must rely on fresh air and a 
careful diet as the main accessories to rest. Some patients so much im 
prove under this treatment as to refuse further immediate interference. 
Beware of the recurrent attack, for it is this that cause the degenerative 
changes in the heart muscle, brain and liver cells. It is the recurrent 
attack that causes the permanent tissue damage. 


J. H. Jacobson, in his recent article, concludes, after a careful study 
of thyroid work by leading men of the world, that the suecessful treat- 
ment of Basedow’s disease by measures directed toward the thyroid it- 
self, as well as serum theraphy, proves the thyroid origin of the disease. 

There are glands of which we speak as having reached the third 
stage, or ‘‘myxoedematous.’’ Too much stress cannot be laid upon this 
condition, for even under medical treatment athyroidism may develop. 
Thyroid surgery would, undoubtedly, be discredited, had the knife been 
used upon such a gland. 


No one can successfully treat this condition who has not studied 
the progress in detail. I believe the majority of these cases do need 
some form of operative procedure and it is the man who has had the 
opportunity of seeing and studying this progress, with his own, and 
knowledge of others, experiences, that curves the knife to the smallest 
interference. In young girls it is sometimes necessary to ligate one or 
both superior thyroid vessels, and while with the advanced cases, ex 
cision of one lobe, three-quarters the entire gland, and even more at 
times, is sometimes necessary for a cure. 

The percentage of cures is above 70, assuming a cure to be the 
disappearance of thyreotoxic symptoms and cardiac irritability, and the 
patient able to resume her ordinary work. The persistent exophthalmos 
not being considered. Marked improvement is noted in from 20 to 22%. 
The operative mortality in the large clinics is less than 344%, including 
all classes of patients. These figures leave only a very small percentage 
of patients treated surgically unimproved. 


We have an acute type, and as well, a slowly developing .Basedow’s 
disease after the existence of a colloid goitre for years. The acute ex- 
acerbations of this hyperthyroidism is serious, though it is the existence 
of this abnormal thyroid secretion in the blood for a definite period that 
causes a degeneration of heart muscle, liver and brain cells, and renders 
any treatment more grave. Here is where the keenest judgment of the 
surgeon is demanded. 
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In all cases of Graves’ disease, the exact extent of operative inter- 
ference must be determined before operation. This is purely a proposi- 
tion for the experienced man. MHaistead states that although thousands 
vf operations have been performed the world over for the cure of 
Graves’ disease, we are not as yet in a position to state how much of 
the thyroid gland should be removed in any given case. In the early 
cases, young individuals, more especially where surgery is necessary, and 
in the far advanced patient, ligation of the thyroid arteries is indicated, 
while in the stages between, the amvunt of gland tissue removed is most 
important. ' 

I compare the cases of acute exacerbations to recurrent attacks of 
appendicitis. We can, in most cases, elicit a history of similar attacks, 
and with the rest, physically and mentally, the patient has seemingly 
recovered. The interval operation to remove the cause of the hyper- 
thyroidism is the treatment of choice, for each attack leaves its impres- 
sion permanently upon certain tissues. We cannot cure the degenerated 
muscle and repair the damaged cells; but we can prevent further changes 
by early intervention. 

The physic element is a great factor at all times, and excitement 
must be guarded against. Ether by the drop method is the anesthetic 
of preference, proceeded one-half hour by hypodermic of morphia and 
atropia. It should be started promptly when the patient reaches the 
anesthetising room, and even in the advanced cases alarming symptoms 
very seldom arise. The pulse rate will be little accelerated after the 
excitement stage. In the far advanced patients the use of local anes- 
thesia combined with the general, thus blocking any impulse to the brain, 
reduces the element of shock to a minimum. 

Conditions that have once produced this glandular activity may, 
even after partial extirpation, cause a recurrence of symptoms, and 
hypertrophy of the remaining thyroid tissue. 

Following operative interference, it is our duty to teach patients 
how to live before they throw off the band of obedience, in order that 
the thyroid may have its proper place in surgery. 

Mayo: Annals of Surgery. December, 1909. 

A. Kocher: Archiv. fur Klinische Chirurgie. 1911. 

Crile: Journal American Medical Association. March 4, 1911. 
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27, 1911. 

Shepherd: American Practice of Surgery. Vol. VI. 
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CHOLELITHIASIS, CHOLECYSTITIS AND CHOLANGEITIS. 
Dr. D. F. Stough, Geary, Oklahoma. 


We are so frequently called upoo to differentiate between the diseases 
of the gall bladder and its ducts, and the diseases of neighboring organs, 
that I have chosen for my subject, ‘‘Cholelithiasis, Cholecystitis and 
Cholangeitis.”’ 1 will associate these three together because nature has 
done so as to cause and treatment and to a large extent in their symp- 
tomtology. Our chief difticulty lies, not so much in what should be done 
in the way of treatment but, rather, in the making of an accurate 
diagnosis. 

All surgeons know that the abdomen is frequently opened in an ap- 
parent plain case without finding any disease of the gall bladder or the 
bile passages. A few of these may be accounted for by the supposition 
that only one stone was present and that it had passed into the intestine. 
More frequently does he find those that have been overlooked, neglected 
or even unsuspected for years, and only come to him when it is either 
too late or the case has become so greatly complicated that the patient 
has been placed in imminent danger. 


We will consider the subject under four heads—etiology, symptom- 
atology, differential diagnosis and treatment. 


The etiology may be summed up in two words, ‘‘some infection.’ 
Cholecystitis and cholangeitis may exist without the formation of stones, 
but in no case are stones formed except as the result of an infection. 
The bacteria most commonly found are the colon, typhoid and influenza 
bacilli, and the staphlococci, streptococci and pneumococci. It may be 
the sequelae of most of the infectious diseases, among which | will men 
tion typhoid, pneumonia, influenza, dysentery, puerperal infection, pyemia, 
cholera and malaria, and also any acute or chronic inflammation of the 
upper intestinal tract. The germs may be carried to the field by the 
blood current, or may ascend from the duodenum. Trauma may be in- 
directly an exciting cause. There is no doubt in my mind that there 
is a special diathesis present in some persons that leads to the formation 
of concretions, not only billiary but also of other varieties. 


Symptoms. One or more stones may be present in the gall bladder, 
and as long as they remain quiescent will cause but few if any symptoms. 
There may he a slight tenderness over the gall bladder with or without 
digestive disturbance. Very rarely the stones may be palpated. Often, 
however, they are not suspected till discovered at some other operation. 
Stones may pass through the bile passages without a sign of its presence 
It is when they obstruct the passage that we have what is known as 
‘biliary colic.’’ Then the pain is sharp, cutting and paroxysmal, radiat 
ing to the right shoulder, straight through to the back and across the 
stomach. The pain is severest about three inches below the ensiform 
cartilage and two or three inches to the right of the medium line. The 
onset is sudden, and often no cause can be assigned for it, although it 
is more common after a ful] meal or some sudden exertion. Nausea and 
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vomiting are usually present. There is a rigidity of the upper segment 
of the right rectus muscle. If an inflammation exists we will have fever, 
and sometimes a slight chill. A blood examination will show a leucocy- 
tosis. When the infection is limited to the gall bladder the fever is low. 
rarely going above 101. If the infection is lower down, the fever will 
be higher, a chill more common, and the leucocytosis more pronounced. 
The presence of jaundice with the above symptoms or the finding of a 
stone is pathognomonic. When jaundice is present the obstruction is 
in the common duct. Occasionally a stone may have a valve-like action, 
causing intermittent jaundice. A chronic obstruction of the common duct 
-—whether due to stone or inflammation—--causes an intense persistent 
jaundice. The pain is intense and is referred to the liver. Recurrent 
chills every second, third or fourth day, foilowed by high fever, is com- 
mon. This condition is known as Charcot’s intermitiant fever. It is 
accompanied with great prostration and profuse sweating. If the condi- 
tion is suppurative, the symptoms are intensified, fever is remittant, 
grave constitutional disturbances develop, with all the indications of a 
septicemia or a pyemia, and the disease goes rapidly on to a fatal termi- 
nation. 


Diagnosis-Differential—-When the gall bladder is obstructed and is 
fuli of fluid, the tenderness can be elicited by having the patient 
make a deep expiration, then hook the fingers deeply over the right cos- 
tal arch of the ninth rib, then instruct him to take a deep inspiration. 
The sudden disappearance of all symptoms between attacks indicates the 
presence of a stone. Dr. Murphy, in his Surgical Clinic, Vol. I, No. 3, 
recommends hammer stroke percussion for acute infections of the gall 
bladder, or for acute obstruction of the common or cystic duct, with or 
without infection, in the following words: ‘‘The examiner sitting on 
the right side of the recumbent patient, presses the tip of the second fin- 
ger of nis left hand, flexed at a right angle. firmly up under the costal 
arch at the tip of the ninth cartilage. The patient is instructed to take 
a deep breath, and at the height of the inspiration, when the gall bladder 
is forced below the costa! guard, the flexed finger is struck forcibly with 
the ulnar side of the open right hand of the examiner, and if there is an 
inflammation or a retention in the billiary tract, the patient will an- 
nounce that the blow caused him severe pain.’’ 


There are many other diseases of the abdomen which at times have 
so many of their symptoms similar to those mentioned that we often find 
it very difficult to differentiate between them. A clear cut case of ap 
pendicitis should not confuse us, but when the appendix is abnormally high or 
the pain is referred to the right hypochondriac region, or in those cases 
where the gall bladder is low and the pain and tenderness is not far 
from MecBurney’s point, the case is not so simple. However, the onset of 
appendicitis is usually slower, and the pains are more scattered, being at 
first general abdominal pains and taking from twelve to twenty-four 
hours to localize. The pain is then lower and less pyroxismal, more ten- 
der to pressure, and the larger amount of rigidity is over the lower seg- 
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ment of the right rectus muscle. On the other hand, the chill is more 
common and more pronounced, the fever higher and more irregular in 
infections of the bile passages. The pain radiates to the right shoulder 
instead of down, to the right hypogastric and to the back instead of the 
umbilicus. The appearance of jaundice or the finding of a stone will 
clear the diagnosis. 

Gastralgia is more common in nervous people and the pain is more 
general. It comes on more rapidly and leaves quicker, with less disturb- 
ance left behind. Pressure affords a measure of relief instead of increas- 
ing pain. Vomiting likewise eases the pain; digestion is rarely delayed; 
hunger often accompanies or follows an attack; there is nu fever; there 
is usually a history of several similar attacks with no material effect on 
the general health. There is usually a history of other neuralgias and 
often you can find other stigmata of hysteria. Ulcers of the stomach 
ean be differentiated by the relation of the pain to the time of eating 
and by the examination of the stomach contents. The same may be said 
of carcinoma of the stomach. 

We frequently meet with cases of intercostal neuralgias where the 
terminal nerves spread over the region of the gall bladder, especially in 
neurasthenic females. We do not find fever, jaundice or chills, and rare 
ly any impairment of digestion. The pain is severest on shallow pres- 
sure, and can be traced along the course of the nerve. We can usually 
find three tender spots—where the nerve has its exit from the spine, at 
the angle of the rib, and where it spreads out at its terminus in the 
skin. 

In carcinoma of the head of the pancreas, emaciation is very rapid, 
the jaundice is constant and deep, ascites is always present, there is 
neither chill nor fever, or any history of colicky pains. A tumor can 
usually be palpated, which will be obscured by an inflation of the trans- 
verse colon. 

In acute pancreatitis, constipation or rather obstipation is always 
present; fat globules can be demonstrated in the stools; the pain is lower 
and more in the median line; the pain is more severe and likely to 
cause a collapse of the patient, and is followed with a distention of the 
upper abdomen with flatus. In- duodenal ulcer, the pain comes on from 
three to five hours after eating, and it is of a burning and gnawing 
character; the pain is lower than that of infection of the bile passages, 
and a tumor can often be palpated. If a perforation takes place, all the 
symptoms of a general peritonitis will follow. 

In malignant diseases of the gail bladder, we can usually elicit a 
history of long standing trouble in the region of that organ, followed 
wih the rapid onset of cachexia, and later icterus and ascites with rapid 
emaciation. ‘he pain is heavy and dull, and there is no fever unless 
complicated by an infection. In right-sided renal colic, the pain is lower, 
more lateral, and radiates down the groin, along the course of the ureter 
into the testicle. The testicle is very tender and is often drawn up. In 
intestinal! colic, the pain is about the umbilicus and is relieved by the 
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passage of flatus; it is not accompanied with vomiting or jaundice. In 
females there may be reflex colicky pains due to disease of the ovaries 
or uterus. A careful examination of the pelvic organs will clear the diag- 
nosis. In some cases it is impossible to clear up a doubtful case without 
an exploratory incision, and as there is but little danger in opening the 
abdomen, we are justified in domg so, if necessary. 

Treatment.—The treatment may be divided into prophylaxis, pallia- 
tive and curative. it is questionable how much may be reasonably ex- 
pected from prophylactic treatment. However, as gall stones and the 
diseases of the bile passages are the result of an infection, it is advisable 
in those diseases most liable to be followed by such infection to admin- 
ister some drug that will keep the bile passages aseptic. If we have such 
a drug, it is hexamethylenamin, which is secreted with the bile. The 
use of the bile salts, glycocholate and taurocholate of soda, render the 
bile more fluid, lessens the danger of catarrhal inflammation, and should 
be used in cases of hepatic torpor. They are beneficial in all cases of 
inflammation of the ducts and lessen the liability of stone formation. 
The waters of some of the springs at Carlsbad have a similar effect. An 
attack of colic may be relieved by hot application, or it may be neces- 
sary to resort to an opiate. 1 then prefer the hypodermic use of a tablet 
consisting of morphine 1-4 gr., and scopolomine 1-100 gr. There is no 
drug that will dissolve the stone when once formed, and as a well-seated 
infection will seldom yield except to drainage, it is advisable to operate 
in al} cases unless contraindicated by some complication. Delay is dan- 
gerous. The constant irritation of a gall stone leads to malignancy. Also 
there is danger of perforation with general peritonitis; or it may lead to 
abscesses of the liver or a septicemia. 

The operation usually performed is that of opening and drainage. 
A few years ago many operators preferred the removal of the gall blad- 
der in all suitable cases; the pendulum is again swinging back and the 
drainage operation is preferred by most surgeons. I will not go into the 
technique of the operations, as all works on surgery cover the subject. 
I am indebted to Anders’ ‘‘Practice of Medicine,” Kemp’s ‘‘Diseases of 
the Stomach and Intestines,’’ Fisendrath’s ‘‘Surgical Diagnosis,’’ and 
Murphy's ‘‘Surgical Clinics,’’ which I used as references. 

DISCUSSION. 

Dr. Robertson:—It seems to me as though a paper of that character 
should be discussed pretty thoroughly, because it is something that all 
doctors, as well as surgeons, run up against in their practice. There is 
no doctor who does surgery but what has a number of gall bladder 
cases. Many times these cases are very complicated and it is very hard 
to determine just the method of procedure. I am glad that the doctor 
brought out the difficulty of diagnosis. I have a case at home now con- 
valescing, where the man is a shoe merchant by occupation and has been 
in trouble practically all of his life. About six weeks ago he fell on the 
floor unconscious. His family physician was called, he was taken home, 
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regained consciousness and a diagnosis was made of a ruptured appendix, 
with probable rupture of gall biadder. The fact is, the doctor did not 
know what the matter was. He had a big abscess behind the bladder 
and the abscess was full of what is called coffee ground bile. | was called 
to see him two weeks after he fell. He had a temperature of 103% and 
was very tender about the gall bladder. Kven then it was a question 
of whether he had a ruptured appendix, a gall bladder infection or sim- 
ply an abscess. We took that man to the hospital on the Sunday after 
| saw him and | did a laparotomy. We put a drain in the gall bladder 
and drained it and found no stones. About three weeks after, we moved 
him to his home and about a week after that his temperature began to 
rise again. ' His temperature had been normal for about a week. | 
placed him under an anesthetic and with my gloved hands broke open 
the old sore. The temperature remained about three above, and one 
morning | found the dressing and patient saturated with pus. Probing 
the wound, I found it led to the right and behind the bladder. It is a 
question whether that cavity had been originally opened and drained 
or whether it was a new infection. The fact | wanted to make was the 
diagnosis in this case was very difficult. It may have origin in stomach 
trouble. He had had indigestion for five years previous. The gall blad- 
der was thick and the usual symptoms that follow a long train of stom- 
ach disorders is usually the history in these cases. We do not often find 
stones where we expect to find them and doctors can never be sure in 
diagnosing gall bladder troubles. 

Dr. Bowling :—I have had a little experience in gall bladder work and 
1 find, too, that there is a great deal of trouble in making the diagnosis. 
Some surgeons have said that after making a diagnosis that the treat- 
ment is certain, but there are several things in the diagnosis that I be- 
lieve the doctor has failed to emphasize that should be brought out. I 
find a great many patients having stomach trouble that they ascribe to 
stomach trouble. There is one doctor | know (i do not know whether he 
is here or not) who had bladder trouble for twenty years. They operated 
on him and removed 500 stones. ‘TThree-fourths of those affected with 
gall bladder trouble are women. Sometimes you have adhesions pulling 
on the stomach It is due to the gall bladder having lymphatics and full 
lymph channels as it passes down into the common duct. Then you are 
more liable to have chills. These chills are accompanied by a sudden 
rise of temperature. If confined to the gall bladder there 1s very little 
temperature. If the pressure is made over the ninth rib you will find ten- 
derness and a general tenderness also of the tenth dorsal vertebrae, to 
the right. I think 90 per cent of the surgeons claim that jaundice is 
absent. Sometimes vou have intermittent jaundice. I think the greatest 
point is in making the diagnosis. 

Dr. Stough:—I have selected this subject, not because of the ques- 
tion of operation being the necessary form of treatment, but simply on the 
question of diagnosis. I remember about ten years ago an old lady with a 
deep jaundice of four years’ standing came to me. She had lived in several 
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places, and had always been treated for malarial fever. She had been hav- 
ing chills and fever for over five years. I made a diagnosis of ‘‘gall- 
stones complicated with abscess of the liver.’’ I gave a grave prognosis. 
She requested me to perform an autopsy, and this I had an opportunity 
to do a few months later. There was nearly two gallons of free pus in 
the abdominal cavity. Her liver was full of abscesses, and one large stone 
filled the shrunken gall bladder. This case, doubtless, could have been 
relieved by an early diagnosis and operation. I have seen many surgeons 
operate for disease of the gall-bladder and not find what they expected. 
1 nave had a limited experience. In one of the most typical cases, and so 
diagnosed by several surgeons, had a normal gall-bladder. Another, who 
had only had mild digestive disturbances and a few mild attacks of ab- 
dominal colic, while suffering from an attack of la grippe, began having 
severe pains in his stomach. These pains persisted without abatement for 
over a week. An operation revealed a gall-bladder filled with stones. 





A PLEA FOR MORE RATIONAL INTERVENTION IN 
OBSTETRIC COMPLICATIONS. 
Dr. W. A. Fowler, Oklahoma City, Oklahoma. 

One out of every two hundred women who become pregnant dies be- 
fore the completion of the puerperium. Schultz says that one-fifth of al! 
babies are still-born and that one and a half per cent more die during 
the puerperium This makes a combined mortality of 7 per cent. De 
Lee says that four-fifths of the mortality in obstetrics is preventable. We 
frequently see the complicated obstetrical case mutilated and infected 
beyond hope by clumsy and careless efforts at a delivery that is impos- 
sible either on account of faulty position or presentation, disproportion 
between the size of the foetus and the birth canal, or the condition of 
the mother herself.. There is evidence of a failure to look for or to 
recognize the condition that is present that makes the attempted delivery 
impossible. It is also a frequent observation that for the same class of 
eases different methods of procedure are used in different localities. For 
instance, for the same class of cases, in the practice of one man or in 
one community, we find version used as the operation of choice in nearly 
every case; in another it is high forceps; in another pubiotomy, Caesarean 
section or craniotomy. Hoping that their discussion before this Society 
may lead to a more rational selection of method, I have chosen to dis- 
euss some of the methods of intervention very briefly rather than to con- 
sider any particular method in detail. 

Tf our interference is to be rational, we must make a carefu! diag- 
nosis of the condition with which we have to deal and make a careful 
selection of method in dealing with that condition which will offer the 
greatest hope of safety to our patients. Our diagnosis and selection must 
be not only careful but sufficiently early if we hope to eliminate the 
mutilation with the morbidity and mortality which we can eliminate. Be- 
sides the routine urinalysis and the estimation of the blood pressure, 
which [ shall not discuss here, the antepartum examination proper should 
be made four to six weeks before the date of the expected confinement. 
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Very briefly, the object of this examination is that we may, if possible, 
correct any abnormality of position if present and that we may deter- 
mine and prepare for beforehand the possibility of dystocia due to dis 
proportion between the foetal parts and the birth canal. The abdominal 
examination is, of course, most important in detecting malposition of the 
foetus, while the history in multiparae and examination of the pelvis 
in primaparae is of such importance that we owe it to every patient. If 
she is too timid or too ignorant to submit to this examination, we should 
ascertain as much as possible at the first examination during labor. The 
subject of pelvimetry in its proper sense is a big subject. But every 
practitioner should remember that regardless of his location and equip- 
ment he can determine with his hand the most important things about a 
pelvis, namely, the general contour, inside and outside, the diagonal and 
true conjugates, and the width of the pelvic outlet. Having determined 
in this way all we are able to determine, we are in a better position to 
give our patient the degree of efficiency in service which tne seriousness 
of the case demands. 
Prophylactic and Minor Interference. 

Abnormality of presentation or position can frequently be corrected, 
especially if discovered early, either manually or by use of proper pos- 
ture. King, of Washington, emphasizes the importance of posture in this 
respect. For instance, in transverse positions and in shoulder or brow 
presentations, the unsymetrical kneeling posture will often correct the 
abnormality. On the side corresponding to the breech of the child, the 
foot is placed forward, resting flat upon the ground. On the side cor- 
responding to the head of the child, the foot is placed farther back, the 
toes only resting upon the ground. When the woman bends forward the 
thigh of the forward foot will come forcibly against the back of the 
child and lift the breech end up toward the median line, while the thigh 
of the posterior foot pressing against the head almost horizontally from 
without inward and slightly upward levers it off of the iliac fossa into 
the brim of the pelvis, producing a vertex presentation. It is necessary 
that the woman maintain this posture long enough to have several pains. 
If for any reason the squatting or kneeling posture cannot be used, the 
same results can often be obtained by pressure of the thighs in the man 
ner indicated, with the patient in the lithotomy position. The mortality 
in cases of abnormal positions surely urges us to use every known method 
that may lessen this mortality. Markoe, in a brief but comprehensive 
review of sixty thousand labors in the New York Lying-In Hospital, 
furnishes us some valuable statistics along this line. The following table 
taken from his figures shows the urgent necessity of converting these 
eases into vertex presentation if it is at all possible: 

Percent of Mortality 





Number of > 
Presentation Cases Maternal Foetal Total 
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Cases of moderately contracted pelvis demand the greatest exercise of 
judgment on our part. These are the cases with a true conjugate of & 
to 9% C. M. (3.15 in. to 3.74 in.) in justo-minor pelvis, % C. M. less 
in flat pelvis. 

The question of determining the treatment in these cases is more than 
merely a question of pelvic measurements. When a careful examination 
of the pelvis and foetus convinces you that the size and hardness of the 
head as compared with the size of the pelvis is such that delivery cannot 
be acomplished by the natural forces; when the presentation and position 
are bad; when the strength of the patient is such that a very difficult 
labor cannot be borne; when the history of previous labors is bad, and 
especially if we are reasonably sure that the patient is not infected, 
Caesarean section should be selected as the safest method of delivery. 
But when these conditions are favorable, spontaneous labor may be an- 
ticipated and an attitude of ‘‘careiul expectancy’’ assumed. It is my 
custom to give these patients the benetit of the doubt as to the value of 
Prochownick’s diet, limiting as far as possible liquids, sugars and starches 
and confining the diet almost entirely to green vegetables, toast, butter. 
cheese, eggs and meat in small quantities, in the hope of restricting the 
size and ossification of the child. We should make vaginal examinations 
as seldom as consistent and every examination should be made with as 
scrupulous care as to the asepsis as if we knew it would require opera- 
tive treatment. (This would be a good rule to follow in all eases.) 

We are fortunate if we err only in judgment in these cases. In spite 
of the most painstaking care there will be times when we will err in 
judgment, and in these cases in which we have anticipated spontaneous 
labor we will find it to be impossible. There are then five operations to 
be considered—high forceps; version and extraction; hebosteotomy; Caes- 
arean section, and craniotomy. The general practitioner should remember 
that all of these operations are major surgical procedures with a mortal- 
ity quite as high and quite as dependent upon the skill and experience 
of the operator as any of the major abdominal operations. There are 
crises when immediate action on his part is necessary, as, for instance, 
in version in the severe hemorrhage of placenta previa, but aside from 
these crises he should no more think of doing these operations than he 
would think of doing a gastroenterstomy, a cholecystotomy, a hysterec- 
tomy, or the removal of an ovarian cyst. 

High Forceps and Version. 


In Markoe’s report the mortality for version given is: maternal, 
per cent; foetal, 41.32 per cent; for high forceps operation, maternal, 
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per cent; foetal, 26.12 per cent. In two hundred and sixty-nine cases 
of contracted pelvis in a series of 30,000 labors, Taylor reports an infant 
mortality of 25 per cent in cases in which the high forceps operation 
was done and of 46.6 per cent in cases in which version was used. When 
we consider the high mortality of these operations in connection with the 
fact that men who would tremble at the suggestion of doing an abdom- 
inal operation often do these operations with such impunity, we are re- 
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minded of the old adage, ‘‘Fools rush in where angels fear to tread.’’ 
This is not intended as a criticism for the general practitioner who has 
the courage to treat a crisis with whatever method offers the greatest 
hope of safety at the time, but it is a caution against lack of preparation 
and forethought. Aside from denying our patient the best opportunity 
for recovery, we ourselves can ill afford in our practice the high mortal- 
ity of these cases without, so far as we are able, giving them the advan- 
tage of the highest operative skill available. 


Version is necessary in cases of faulty position or presentation ren- 
dering natural labor impossible when these cannot be corrected, such as 
brow and shoulder presentations, transverse positions, etc., and in some 
eases of placenta previa. When it is necessary it should be done while 
the head is freely movable and before the lower segment is thinned out 
to avoid the danger of rupture of the uterus. Version and high forceps 
are not competing operations. If forceps can be used version is contra- 
indicated. Chloroform should be used during the version. One should 
be prepared to do a craniotomy on the aftercoming head. 


The following suggestions are taken from the summary in an excel- 
lent paper by Harrah on the use of high forceps: 


‘*Before applying forceps to a floating head, be assured that the 
head can be made to engage in the brim of the pelvis with suprapubic 
pressure properly directed. 

‘If, in a eontracted pelvis, the head will not thus catch or bite in 
the brim, and if there is distinct overlapping, it is almost certain that it 
cannot be safely delivered with forceps except with the aid of pubiotomy. 

‘Situations do arise in which it is justifiable to apply forceps to the 
head above the brim. 1. In normal pelves: in delayed dry labor wher 
interference becomes urgent on account of the condition of the mother 
or child. 2. In deformed pelves of medium degree: when it is possible 
with one or two moderate pulls to draw the largest diameters of th 
head through the pelvic inlet.’’ 

Hebosteotomy. 

It was my privilege to be present at the only hebosteotomy recorded 
in the Lying-In- series of cases. I shall give the particulars as I remem- 
ber them at this time. The patient was a primipara who was brought to 
the hospital after having been in labor for about three days. Repeated 
examinations and attempts at delivery by forceps had been made. The 
only apparent results of all these were an exhausted patient, infection, 
with a foul vaginal discharge, and a badly lacerated perinaeum due to 
the forceps slipping off of the head. The true conjugate was estimated 
at about 7 3-4 c. m. (3.05 in.). The operator, Dr. Lobenstein, applied 
forceps and made moderate traction at intervals until the foetal heart 
began to show signs of failing. It was then a question of Caesarean 
section, craniotomy, or Hebosteotomy. The presence of the _ infection 
made Caesarean section appear a dangerous procedure. We all hesitate 
to do a craniotomy on a living child and persisting in the use of forceps 
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until the foetal heart ceased is poor ‘‘sop’’ for the conscience. So the 
hhebosteotomy was determined upon. ‘The dangers are: First—infection. 
‘Serupulous care in sterlizing the field of operation was observed; sterile 
gauze was put in the vagina to keep the fingers and instruments from 
coming in contact with the septic vaginal discharge; gloves were changed, 
ete. Second—hemorrhage and injury to the bladder. The ligature car- 
rier with the silk worm gut for the Gigli saw was kept snug against the 
pubic bone in passing around it. Third—serious injury to the sacro- 
iliac articulation; an assistant on each side of the pelvis prevented sep- 
aration of the fragments by a space of more than five or six c. m. (2 1-4 
in.) Fourth—failure of union. The fragments were pressed into perfect 
apposition and held firmly with adhesive plaster. The knees and feet 
of the patient were kept together. Both patients had a splendid recovery. 
Sepsis is considered by many authcrities as a contraindication for the 
operation. Delivery is usually accomplished by forceps, care being taken 
to draw the head well backward tec prevent its coming in contact with 
the sharp edges of the divided bone’ While the field for this operation 
is narrow, there is a class of cases where it is of value. 
Caesarean Section. 

This operation should be used in all cases in which the judgment of 
the physician leads him to believe that spontaneous labor is impossible. 
In doubtful cases the test of*actual labor should be waited for, the patient 
being prepared for operation when this fails. In spite of the vast amount 
of literature on this subject during the past few years, it is far too sel- 
dom done at present. Many operators consider a true conjugate of 7.6 
ec. m. (3 in.) an indication for Caesarean section. The mortality in un- 
complicated cases is very low. E. P. Davis reports seventy-two uncom- 
plicated cases cf his own in which every child lived and only one mother 
died, the cause being sepsis. He also reports twenty complicated cases 
with the death of eight mothers. While this is exceptionally low, other 
authors also report a low death rate in these cases. In the operation 
usually chosen the incision is made below the umbilicus and the uterus 
delivered from the abdomen. At the New York Lying-In Hospital an in- 
cision just long enough for the delivery of the child is made entirely 
above the umbilicus. The uterus is held in place by an assistant. A long 
gauze pad is packed between the uterus and the abdominal wall. The 
rest of the operation is the same in all cases—incision of the uterus, 
separation of the membranes from the uterine wall, rupture of the mem- 
branes, delivery by breech extraction, removal of the placenta, sponging 
out the uterine cavity, and closure of the uterine and abdominal wounds. 
In infected cases the Porro operation is recommended. The uterus is 
delivered from the abdomen and separated from the abdominal wound 
by rubber tissue. The child is then removed in the usual manner. The 
ovarian and round ligament blood vessels are tied and the broad liga- 
ments are cut as far as ligated. Strong clamps are put on the cervix and 
left in place. The tubes, ovaries and uterus are then removed. The 
abdominal wound is closed down to the cervix, the peritoneum is sutured 
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to the cervix below the clamps, the wound dressed antiseptically until 
sloughing and healing by granulation take place. 

The high incision, in my opinion, is to be preferred in selected cases 
as it has all the advantages of other operations with the added advantage 
that it escapes the subsequent formation of adhesions and leaves less 
likelihood of hernia. The so-called classic operation is to be preferred 
in ‘‘suspected cases’’ and in the absence of a competent assistant. The 
Porro operation is to he chosen in infected cases. 

Eclampsia. 

If eclampsia cannot be controlled by hypnotics, eliminatives, vene- 
section and quiet, pregnancy should be promptly terminated in the man- 
ner that offers the least shock to the patient, and the greatest safety to 
mother and child. if the cervix is long and rigid or if the pelvis is 
small or the head large, Caesarean section affords a safer method to the 
patient than delivery through the vagina. 

Craniotomy. 

Craniotomy on a living child of normal proportions is a confession 
of an awful) blunder somewhere. The doctor in these cases is judge, 
jury and executioner of a prisoner denied the liberty of speaking one 
word in his own behalf or of even lifting a hand in supplication. How- 
ever, if in our judgment this is indicated we should either do it or have 
called in a more competent man. In badly infected cases in which we 
are urged to preserve the uterus or, if the mother refuses to endanger 
her own life for the sake of the child, this may be necessary. If the tem- 
perature and pulse are high and there is tenderness and other indica 
tions of infection of the whole body of the uterus, the Porro operation 
offers greater safety even to the mother. If craniotomy is done at all, 
it should be done with the clear consciousness that we have used all the 
knowledge and skill we possess and have left no stone unturned in our 
effort to prevent it. We must, of course, be sure we can deliver the 
ehild after the craniotomy. 

In cases of placenta previa diagnosed early, Caesarean section, if cir- 
cumstances will permit its performance, certainly affords a safer method 
of delivery than delivering through the vagina with the necessary version 
and the high mortality in these cases. 


DISCUSSION. 


Dr. Kuhn:—I have assisted with a large number of Caesarean section 
operations and never saw but one mother and child die. The patient 
had had fourteen convulsions before being brought to the hospital, and 
of course nothing was left to do but Caesarean section, with the hopes 
of saving the mother’s life, for the child was probably dead anyway. 
The Caesarean section is not really a difficult operation if you have the 
facilities at hand. I was in the Caesarean section at one time in which 
we did the operation completely in twenty minutes. I believe mother and 
child can be saved by Caesarean section better than in any other way. 
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Dr. Von Wedel, Oklahoma City:—Many times the head is caught in 
the pelvic outlet and with a deep incision you will lay open the whole 
vagina. You cannot hurt anything and you have a clean, open wound 
and no infection. Now, regarding the Caesarean section, | think there 
is one mistake that is made in the Caesarean section, and that is speed 
There is no necessity of it. There is no reason why we should do it in 
seven minutes. I think it is much better if time is taken and the uterus 
delivered, and the only necessity for speed in Caesarean section is going 
through the uterus in delivering the child. 


Dr. Kelso:—But with reference to version. Whenever we run up 
against a case in which we have to turn the foetus, that is the time that 
the perspiration starts upon most of us. | have been very fortunate 
from the fact that | have had comparatively few of those cases to deal 
with, but there is another form that we have is decapitation. I had a 
little experience along that line. Let me report a case of decapitation 
some twenty years ago. I was holding a consultation with a very noted 
practitoner, who had several years’ experience more than I had. I went 
up there in the country a great many miles from any other practitioner, 
and the history of the case was that it was about the eighth confinement. 
After a great deal of trouble she was delivered of a dead child, but pre- 
vious to that there was no trouble. She was a Swiss woman. The phy- 
sician informed me when he left that there was a presentation. He said 
he thought it was a hand, but he had tried to push it back, and the more 
he pushed the more it pushed down. When I arrived there were two feet 
and two hands and the body was just about one-half out. So it was a 
very large child and about the time I made the examination she had a 
severe pain and the child was presented. It was a very large child and 
had been dead probably twelve or fifteen hours. We hardly knew what 
to do. We finally decided to do a decapitation of the child. We man- 
aged that comparatively easy, but our trouble was more after decapita- 
tion than it was previously, but by the use of forceps we finally crushed 
the head. Don’t worry if you fail the first time; don’t get discouraged, 
but you can get hold of it after a while and can crush the head with 
forceps sufficiently. We did not have any bones sticking out to amount 
to anything. The part of that child that we weighed, weighed fourteen 
pounds. We found that the head never was in the pelvis. 


Dr. Fowler, Oklahoma City:—I would like to say as _ regards 
Dr. Von Wedel’s statement as to episiotomy, that one thing I hardly ever 
do is to incise the perineum. I think it should not be done unless ab- 
solutely necessary. But in cases of version in which the resistance prom 
ised by the pelvis floor may cause extension, it may save the life of the 
baby and should be done. I am very interested in the doctor’s report 
of decapitation. I know how hard it is to do, but in a case like that 
it is absolutely unavoidable. Most cases of decapitation should not be 
done except in badly neglected cases of shoulder, face or transverse pre- 
sentation. When we make our first examination we should examine the 
pelvis very carefully and ascertain the position of the child. 
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SUB-MUCOUS RESECTION OF THE NASAL SEPTUM. 
W. Albert Cook, M. D., Tulsa, Okla. 


1 know of no operation which has increased more in popularity in 
the last few years than the resection of a portion of the cartilaginous 
or bony portions of the septum. In this brief paper | will not enter into 
the discussion of the etiology of the deformities of the septum more than 
to say that most of them may be classified under traumatism or depend- 
ent upon some other congenital or pathological conditions. In my early 
experiences | considered traumatisms responsible for the majority of 
cases, but | now believe that the traumatic cases are in the minority, as 
the majority of cases that have come under my observation give no trau- 
matic history. The deviations may involve all or a part of the triangu- 
lar cartilage, or may be confined to the perpendicular plate of the eth- 
moid, or it may include both. The majority are cartilaginous and may 
be deviated either way from the median line, or it may be a compound 
curvature obstructing the anterior portion of the nasal cavity on one 
side, or it may be limited to a spur or spurs on almost any portion of 
the septum, but more often about the center or nearer the lower margin 
The complications usually met with in deviations are numerous. The 
principal ones, which are acute rhinitis; chronic rhinitis, usually hyper- 
trophic if the deviation has existed for some time; acute sinusitis, catar- 
rhal or suppurative; chronic sinusitis, polypoid degeneration, and atrophic 
rhinitis, the majority of which interfere with the normal circulation ot 
air through the nares and the eustachian tube. 

Many operations have been advocated and some are more adapted 
to particular cases than the sub-mucous resection, but the resection is 
applicable to more cases than all other operations combined. Most osse- 
ous deviations are associated with cartilaginous ones, but the cartilagin 
ous more often occur independently. The advantages of the sub-mucous 
operation are that all deformities of the septum, whether cartilaginous 
or osseous, may be corrected at one sitting and the dressings do not have 
to be continued for so long a time and obviates the use of nasal splints 
which cause more or less discomfort to the patient. 

The anesthesia used is usually cocaine crystals applied to the septum 
membrane on either side after swabbing with adrenalin or injecting 
directly into the membrane a solution of cocaine or some of the different 
substitutes. My usual method is to make an application to the membrane 
with a swab of a twenty per cent solution of cocaine, to which a few 
drops of adrenalin chloride had been added, and after waiting two min- 
tes to inject a one-half of one per cent solution of novocain sub-mucously. 
The first injection is made near the superior margin of the septum, the 
second near the floor of the nares, and the third about the middle of the 
anterior portion. These to be repeated on the opposite side, and after 
waiting eight to ten minutes the anaesthesia is sufficient to start the 
operation. 

While I have never had any serious results from the use of cocaine, 
I feel much more secure with novocain and the anaesthesia produced is 
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equally efficient. The incision should be made on the convex side of the 
deflection, as it gives us more room going around sharp angles and spurs. 
Different operators make different incisions in commencing the opera- 
tion, but the one I usually use is a modification of the Hajek and Kil- 
lian. Beginning at the upper margin of the cartilage, about twenty milli- 
meters back of the anterior margin, coming downward and forward to 
about ten millimeters of the anterior margin and continuing this curved 
incision downward and backward, making an oval flap which gives a 
large opening and is easily closed when the operation is completed. A 
Freer sharp elevator allows you to rapidly elevate the periosteum, but 
the blunt elevator is preferable after the initial flap is elevated. The 
blunt elevator may be easily advanced under the periosteum backward by 
keeping it parallel with the superior surface of the nose, as the septum 
is usually free from deformities in this vicinity. It is usually an easy 
matter to elevate the handle of the elevator, thereby forcing the instruv- 
ment in a- downward direction without any danger of perforations ex- 
cept in excessive deviations or angles, in which case they must be slowly 
and carefully discected. The elevation is to extend as far back as you 
intend to remove the septum. 

After completing the elevation on the side of the incision, the next 
step is to make your incision through the cartilage, which is the step 
in the operation where perforations may easily occur. Different opera- 
tors use different methods, such as curreting the cartilage until you are 
through to the perichondrium of the opposite side, while some operators 
use a wheel knife with a shoulder to prevent the blade from cutting far- 
ther than the ordinary thickness of the cartilage; but an ordinary scal- 
pel will do equally as well as these other methods, as by holding the in- 
dex finger of your other hand in the opposite nares you are able to de- 
tect when the incision is through the cartilage before you would be able 
to see it, which you do not usually do until the point appears through 
the membrane. After having made a successful incision of the cartilage 
the same shape as the mucous flap, vou pass your blunt elevator through 
to the opposite side and proceed to elevate the periostum in the same 
manner as on the preceding side. After both sides have been elevated 
as far back as the deformities exist, you next introduce the Killian specu 
lum under the periostum, one blade on either side of the cartilage. By 
the use of a Ballenger swivel knife you start an incision near the superior 
margin of the deflection, then pushing it back as far as the osseous plat 
or the occasion demands, then turning it downward until close to the 
base and then drawing it anteriorly when you can remove the greater 
portion of the cartilage in one piece. This, of course, cannot be done 
in all cases, but where the deflection is only curved it is much more 
rapid than by removing the cartilage in sections with the punch, which 
we are compelled to do in irregular deviations. In removing the carti- 
lage the incision should not be any higher than necessary to correct the 
deformity, as cases of saddle nose have been reported from loss of too 
much support to the arch of the nose. The next step is the removal of 
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the osseous plate with the punch, several models of which are adapted to 
different conditions. When the dissection has continued as far back as 
required, the base of the cartilage can usually be removed in one piece 
by making an incision through it anteriorly down to the osseous base 
and inserting an elevator, thus pushing it posteriorly until you reach the 
perpendicular plate. 

After you have removed sufficient of the septum to correct the de- 
formity, the wound should be carefully inspected and all fragments re- 
moved. After this you remove your Killian speculum and allow the 
periosteum on either side to come in contact with each other and then 
carefully inspect both nares to see if you have obtained the desired re- 
sults. If there are no deflections remaining and the nares are practically 
of the same size, you are ready to dress your wound. I prefer closing 
the flap such as I use with one stitch at the anterior end, which prevents 
the wound from being opened if the dressings are molested. The side on 
which the original incision was made should be packed first with strips 
of iodoform gauze through the Killian speculum, which should be care- 
fully removed after the gauze is in place so as not to interfere with the 
flap. Then the other side should be dressed in the same manner. These 
dressings should not be disturbed before forty-eight hours and do not 
cause the patient much inconvenience other than the necessity of breath- 
ing through the mouth, and very little pain and practically no hemor- 
rhage follows this operation. 


DISCUSSION. 

Dr. Orelup:—This operation on the septum has been a good deal of 
a hobby for a couple of years. I think there are many cases operated 
on that should not have been, because the result has not been as satis 
factory as we wished for at the start. Nearly always we get a condition 
of the septum that is almost as bad as before the operation. Of course, 
it requires a good deal of boldness to go into some of those cases. In a 
case I] operated on in Chicago last year the patient sat in the chair and 
bled about three hours, and I suppose lost a quart of blood. It was from 
ten to after one o’clock. The operation is not as new a thing as one 
might think. I cannot say that I have had as satisfactory results as | 
wished to have. I give them relief from night breathing, but I notice 
in the day time they have some trouble. 

Dr. McHenry:—There is one point in the doctor’s paper I want to 
say something about. Until the last few years | left the packing in forty 
eight hours, but during the last vears I have not been leaving it in more 
than twenty-four hours. The last time I was East I found men not 
leaving it in more than twelve hours and getting good results. My ex- 
perience does not coincide with Dr. Orelup’s. I think the operation on the 
sub-mucous septum is the greatest I have found. I have operated and 
never had any scabbing of the nose. 1 think the operation carefully 
done is one of the few operations that is highly satisfactory, and I never 
had « case but that I was highly satisfied with it. I never had one but 
what I got excellent results. 
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The Chairman:—Jn the case of those cavities where the turbinate has 
become hypertrephied on the concave side of the septum, do you do 
anything with the turbinate? 

Dr. Cook:—I would take a piece of that off. Take out a ‘“‘V”’ 
shaped piece from the turbinate. The point of the ‘‘V’’ goes to the 
periosteum. Of course, many of these cases will shrink up and stay 
shrunk. If they do not, | do what is necessary. 

The Chairman:—if there is no further discussion, Dr. Cook will close 
the discussion. 

Dr. Cook:—I do not have much to say in closing the discussion. | 
do not think that much could be said. 1 have had experience like Dr. 
Orelup has had, but the experience he gave | think might probably be 
due to covered spurs or fangs that existed from the operation. 





THE TREATMENT OF CORNEAL ULCERS WITH ESPECIAL REFERENCE 
TO THE USE OF METHYLENE BLUE. 
Dr. Meyer Wiener, St. Louis, Mo. 


In order to effectively discuss the treatment of corneal ulcer, one must 
consider the character, location and stage, and also of prime importance, 
the prophylactic means in various conditions which produce ulcer of the 
cornea. 

For example, in gonorrhoeal ophthalmia, how careful we must be to 
avoid injuring the corneal epithelium in cleansing the eyes, knowing that 
the epithelium acts as a most effective barrier to the inroads of pathologic 
bacteria. 

Also care must be taken in making applications of silver nitrate to 
the conjunctiva in gonorrhoeal ophthalmia, in order not to allow the 
solution to come in contact with the cornea. 

Proper aseptic precautions should be taken in removing foreign bodies 
from the cornea, and even antiseptic as well, for often we see a patient 
with a foreign body, where unsuccessful attempts at removal have been 
made by shop foremen with dirty picks, pocket knives, and other sim- 
ilar means. Here infection can be prevented by a little care. 

In marked exophthalmus, paralysis of the facial, ectropion and deform- 
ities of the lids caused by burns; after removal of the gasserian ganglion 
where the lids are separated and many other conditions, such as long 
protracted unconsciousness of brain tumor, typhoid and other sicknesses 
where the lids are not in apposition, the cornea is apt to become dry, 
with accumulation of dust and dry secretion, predisposing to infection and 
loss of substance. 

By frequent douching with some mild collyria such as boracic so- 
lution, gentle friction of the lid at definite intervals by the nurse or 
attendant and the installation ofcleum ricini two or three times daily, much 
damage can be prevented, which we would find great difficulty in re- 
moving after it had once taken hold. 
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In herpes of the lids and many skin affections of the lids and about 
the face, corneal complications can often be avoided or checked in their 
incipiency by prompt measures which will thwart the incursion of path- 
ogenic bacteria into the corneal tissue. 

In eertain diseases of the nervous system where there is anesthesia 
of the cornea, foreign bodies may become imbedded without the patient 
being aware of the fact. Here careful instructions as to observation and 
flushing out with boracic solution often save much trouble. In epidemic 
spinal meningitis with lagophthalmos or any similar condition, the same 
holds good. 

In the treatment of an existing corneal ulcer we must consider the 
removal of cause, if ascertainable, and the building up of the patient’s 
physical condition, as well as the local treatment and prevention of com- 
plications. 

The importance of a bacteriological examination should not be under- 
estimated, even though the clinical picture be the most important. For 
example, the presence of the _ diplo-bacillus of Mowrax-Axenfeld 
indicates the use of zine sulphate as a specific. Axenfeld states he 
has never seen a diplo-bacillus infection of the cornea he has not been 
able to cure by the use of zinc. Some good results have also been 
reported from the serum treatment in pneumococcus and staphylococcus 
infections. 

In certain forms of dendritic ulcer and malaria, an examination of 
the blood should be made for the plasmodium malariae, and even where 
this is not found, quinine given internally as well as a %% solution of 
the bisulphate instilled in the eye will often benefit cases resisting other 
means of treatment. ' 

In keratomalacia, local treatment is absolutely of no avail without 
building up the general condition. 

Phlyctenular ulcers are almost certain to resist almost any form ot 
local treatment without tonic treatment and strict diet enforcements. 
These patients must avoid all indigestible foods,, such as foods fried 
in grease, coarse grains, candy, soda water, pickles, tea, coffee, pastry 
and the like. Permitted are milk, bread and butter, strained vegetables, 
scraped beef, custards, tapioca, eggs boiled or poached, and similar foods. 
This is of great importance and as a general rule sufficient stress is not 
laid upon this important fact. 

A strict inquiry into the condition of the alimentary tract is neces- 
sary. In children calomel is useful as a laxative. Phosphate of soda 
and other salines are often necessary in adults. 

Wihere an infection comes from regurgitation from the lachrymal 
sac, the sac must receive prompt attention either by antiseptic wash- 
ing, Ziegler probing or extirpation. 

The object of the local treatment should be an endeavor to diminish 
inflammatory irritation, check the progress of the ulcer and hasten re- 
pair. If we have an ulcer due to trachoma or its complications, such as 
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trichiasis or entropion, it is understood that these must be given first 
consideration. If there be ciliary injection with accompanying neu- 
ralgia, photophubia and Jachrymation, atropine should be instilled. 1 do 
not regard atropine as im any way curative, but only to prevent com- 
plications which might be induced by a secondary hyperaemia or inflam- 
mation of the iris. 

Strong antiseptics, astringents and caustics should generally be 
avoided during the acute progressive stage. 

I believe, as a rule, the bandage and dark room are too generally 
advocated. Often hght, which is antiseptic, and fresh air are of vital 
importance in effecting a cure. The salicylates are invaluable in helping 
to relieve pain. 

If the uleer be superficial, with considerable conjunctival irritation, 
but little or no ciliary injection, cold applications will be found to give 
considerable relief from photophobia and the disagreeable scratching sen- 
sation, and will reduce the injection to a great extent. A mild antiseptic 
solution may be used by the patient at home. I have used a 1% antin- 
osin Solution to great advantage, finding it antiseptic and non-irritating. 
antiseptic powder is also valuable, xeroform and nosaphen finding most 
favor. Too much cocaine should not be employed, as it softens the epi- 
thelium and invites further spreading of the infection. If the ulcer is 
deep and there is secondary iritis, hot applications help reduce, the 
congestion and assist in relieving pain. 

In sloughing corneal ulcers there is considerable discharge, various 
methods of checking the progress have been employed with diverse re- 
sults. The suppurative ulcer is exemplified in its severest type by the 
serpent ulcer of Saemisch, which is almost always due to the pneumoccoc- 
eus lanceolatus of Fraenkel. Often there is a mixed infection, as with 
the staphylococcus pyogenes aureus or the steptococcus pyogenes. 

Daeryocystitis is present in a large percentage of these cases and 
must always be considered. The sac should be washed with a bland so- 
lution after emptying by pressure. 

After cocainizing, the ulcer is, generally cleansed and dried with 
eotton and the overhanging edges carefully trimmed with a delicate scis- 
sors; then gently curretted and carefully cauterized by means of acid or 
actual cautery. 

If the uleer spreads, as often happens, in spite of all means of treat- 
ment, and hypopyon becomes extensive, section of Saemisch must be 
resorted to. This we have as a last resource, as there is almost always 
anterior, synechia resulting, even with the most favorable outcome. 


\bout four or five years ago, Dr. H. L. Wolfner and myself, in using 
a conjunctivitis tablet prepared by P. D. & Co., containing methylene 
blue, observed the most extraordinary good effect on purulent con- 
junctival and cornea] conditions. The strength of the solution was grad- 
ually increased and the pure methylene blue solution used, first, in 
strength of 1 to 1,000, 1 to 500 and finally 1 to 100. Eventuaily the 




















JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 251 


pure methylene blue powder was employed. The most marvelous and 
happy results were obtained in sloughing corneal ulcers with and with- 
out hypopyon. 

The method used at present is as follows: The eye is cocainized 
with one or two drops of a 4% cocaine solution. A toothpick or appli- 
eator, wrapped with cotton, is dipped into methylene blue powder and a 
very small amount dusted on the surface of the cornea. The lid is then 
quickly and gently rubbed over the cornea. 


The lachrymal secretion is stained very deep blue, which should be 
wiped away from the lids until the tears refuse to take up more of the 
stain, when the ulcerated surface of the cornea will be found to be stained 
a deep Prussian blue, while there is very little staining of the intact corne. 
and conjunctiva. <A light bandage is then applied and left on for 24 
hours. 


A great deal of pain is experienced for several minutes, or even 
sometimes for as long a period as half an hour, but an anesthetic effect 
then supervenes and the patient becomes much more comfortable. 


The following day improvement is almost invariably found. The 
ulcer appears cleaner, less ragged in outline and with less pus; also the 
base of the ulcer is generally found to still retain some of the blue stain. 
The operation is repeated daily, until within a few days the hypopyon 
‘will be found to have been greatly diminished or entirely disappeared ; 
the ulcer gradually taking on a healthier appearance and showing a dis- 
position to heal. 


So soon as the sloughing has disappeared and the edges are no longer 
undermined, the patient is relieved of the bandages, much less powder is 
used and the patient is given a 1% solution of methylene blue to instill 
at home two or three times a day. As soon as the edges are perfectly 
smooth and clean the ulcer is treated as any ordinary clean ulcer would 
be treated. Atropine is used as long as there is ciliary injection. 


During the past three years all sloughing corneal ulcers coming under 
my observation at the clinics of the Washington University Hospital and 
Jewish Hospital, as well as in an extensive private practice and other 
hospital connections, have been treated in this manner, and in only four 
eases we have had to resort to Saemisch Section, owing tq failure to ar- 
rest the progress of the disease. One of these I believe to have been a 
Mooren ulcer, as it was chronic in form and lasting severa] months, with 
negative bacterial findings. A perforation occurred with resulting staphy- 
loma and loss of the eye. 


Methylene blue thas been reported in the literature recommending 
its use in corneal ulcer, but only, as I have, been able to determine, in 
weak solutions of from 1 to 10,000 to 1 to 1,000 as collyria, or in sub- 
conjunctival injections, but not in strong solutions or use of the pow- 
dered form. In our hands, it has been undoubtedly the means of sav- 
ing many eyes, which would otherwise have gone on to destruction. 
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Discussion. 

Dr. C. J. Lukens, Enid: I have looked forward with considerable 
interest to the reading of this paper, for | know methylene blue was in- 
troduced to my notice a great many years ago, but I have never before 
heard of the use of methylene blue for the treatment of corneal ulcers. 
I remember Dr Knapp, some long time ago, using the powder on the cor- 
neal ulcer, but for some reason did not continue the use of it. I presume 
it had been suggested by some one to use it in that way. From the 
doctor’s report it is certainly very interesting, however, I am not myself 
in favor of using cocaine for corneal ulcer. 1 would much prefer the 
use of alipatic. Cocaine, as the doctor says, deteriorates the corneal 
epithelium. Of course my practice has largely been such as to enable 
me to control the ulcers by cocainizing, but the doctor has made such a 
remarkable discovery in methylene blue that ! shall hereafter put it 
into use. 

Dr. C. E. Orelup, Enid: I want to say that the doctor has 
reintroduced my own friend, ‘‘Methylene Blue.’’ I was located some 
twelve or fourteen years ago in a locality where we had many corneal 
ulcers to deal with. I don’t know where | got the remedy, but I know 
at that time I used practicaily altogether methylene blue. It was prac- 
tically as the doctor said—the people thought I was using methylene blue 
for eye water. I must say that I always had good success with it and 
had no reason to go back on it, but when the silver salts came in I grad- 
ually quit using methylene blue and started using that. I used it for 
five or six years and with very satisfactory results, and there was no 
reason why | should have gone to silver salts but that was the literature 
of the day. I believe that methylene blue is a good thing, and I used 
it in general practice, and that there is where I got to using it in corneal 
ulcers. I am glad the doctor reminded me of my old friend. 


Dr. McHenry, Oklahoma City: I certainly enjoyed this paper very 
much. I never used methylene blue in corneal ulcers, and if there is any- 
thing that will give us any help in the treatment of ulcers, | am very 
glad to find it, for it certainly is better than the very radical treatment. 
The fact that the doctor speaks of the methylene blue perforating the 
uleer so that he can still see it after 24 hours is certainly worth some- 
thing to us. There were points he brought out, of course, that were 
known to us but this one point is certainly new to me. I remember 
eleven or twelve years ago in the Chicago Clinics we used a very weak 
solution of the methylene blue. It did not happen to appeal to me at 
that time, and I did not follow it up and use it. Certainly this class of 
cases in which he recommends its use is quite a discovery to any one do- 
ing: eye work. Personally, I am very glad to try this in my own work, 
and to know the doctor’s experience. 

Dr. Cook, Tulsa: I am very much interested in the doctor’s 


paper. I have a case on hand at the present time and I won’t fail to 
take advantage of this experience when I get back. The ulcer is very 
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deep and as yet the treatment has been without result. I thoroughly en- 
joyed the paper, and as soon as I get home, if the patient is still in need 
of assistance, | am going to try this. 

Dr. McNutt: | want to express my appreciation of the paper and 
say that one time several years ago | started in to use methylene blue, 
but like a good many other physicians used a very weak solution, and 
out of several cases I did not get any result. But the solution was very 
weak and after hearing the reading of the doctor’s paper, I certainly am 
going to try his method and give methylene blue a fair chance. Just one 
point he spoke of using electrocautery. It may seem tender-hearted, but 
| have never had the nerve yet to use electrocautery in an ulcer, but 
sometimes we are a little afraid of results. My method in a great many 
eases for the curretment is using iodine, and | think that is the only 
time that cocaine should be used, and then by taking a good application 
I have had good results. 


Dr. 8. M. Jenkins, Enid: | want to ask the doctor, as he is clos- 
ing the paper in his use of methylene blue on the ulcer, if he ex- 
periences the same reaction that we have following the electrocautery. 
| just want to say to the gentleman that if he will use electrocautery 
in the proper way he will wonder how he ever got along without it, for 
it certainly is very gratifying in my hands, with the objection of the 
reaction that we have following a few hours, which necessitates the hypo- 
dermic of some form of opiate to relieve the pain. You all know that 
if a man or woman takes a hypodermic it naturally necessitates a little 
inconvenience. I have never been able to use the electrocautery on any- 
one that did not suffer unless followed by some form of opiate. That has 
been my observation with reference to electrocautery. And if the doctor 
afterwards, in answering says he does not have this reaction, I will cer- 
tainly be ready to embrace the methylene blue. If not, I will still use 
my old friend and standby, the electrocautery, for it has been good. 


Dr. Mitchell, Lawton: I want to ask Dr. Jenkins if in _ thor- 
oughly curretting these ulcers he does not get rid of a lot of the slough- 
ing that he speaks of? 


Dr. Jenkins: Yes, I get rid of it, but do not stay rid of it. It stops 
it for the time being. 

Dr. Barnes, Enid: I have used methylene blue since I knew Drs. 
Wolfner and Wiener more than four years ago. | have had some good 
results in the use of methylene blue. I noticed some time ago where 
somebody had introduced the use of methylene blue for tuberculosis. |! 
know some physicians who have treated urethritis with methylene blue 
with good results. And why should this not be a good germicide? 
I am glad to hear the doctor speak of the powder form. This powder 
wil] stain much more deeply and not make any more reaction and any 
more pain than a strong solution, which is the objection that we had in 
giving it to a patient. The patient would complain of pain caused from 
giving a 1% solution. By using the powder and by deep staining, which 
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it will do and remain there for two or three days, you wi!l render in- 
active the germ that has produced the trouble. 


Dr. Wiener, St. Louis: | was aware that methylene blue had been 
used for many things, but have found no report of using it in the 
powder form. | have not come in contact with any one else previous to 
today who had ever used it in this form. We have used methylene blue 
before, when | first started out. Methylene blue was used and prob- 
ably the reason why a good many of us objected to methylene blue is 
that we have found good results in some cases and tried to use it in other 
eases, and thinking we had found a panacea, and we forgot those con- 
ditions in which it has done good, and only remember those in which it 
has not done good, and have objected to it because, as I said, it does not 
act aS a panacea. 

As to the use of the cautery, I want to say that Dr. Jenkins had 
better prepare himself to accept methylene blue, for he is going to aban- 
don the cautery and almost every form of treatment for sloughing of the 
ulcers when he has tried methylene blue. There is absolutely no reaction 
in the use of methylene blue. The patient suffers a good deal of pain, 
but it does not last long and the following day we invariably find the 
ulcers looking very much cleaner and very little sloughing edges. 





PELLAGRA, WITH ESPECIAL REFERENCE TO A NEW 
THEORY OF ITS ETIOLOGY. 
Dr. J. R. Callaway, Pauls Valley, Okla. 


It is not the purpose of this paper to present an exhaustive discus- 
cussion of pellagra. it is intended rather as an invasion of the field 
of etiology, to present as simply as possible a new theory of the cause 
of this disease or pathological condition which has, in the past few years, 
attracted wide attention among medical men, bringing forth within a year 
two text books by American authors, besides a large number of re- 
ports and monographs. 

I plead the widespread interest among medical men and the laity as 
well, as my excuse for stirring up the ‘‘troubled waters’’ of discussion on 
this subject. 

Of the etiology of disease we are woefully ignorant. From the time 
when men believed disease to be due to the machinations of evil spirits 
or the product of the fiat of offended deity, is a long and weary way 
along which patient and careful investigators have unceasingly toiled un- 
til at last we are able to say that we know the specific causes of a few 
diseases—a very few, when we consider the whole number—and pellagra 
is not one of that few. 

So far as I know, the etiology of a disease has never been arrived at 
directly; that is, without the formulation of a theory of its etiology, and 
sometimes, of several of them, as the history of pellagra itself testifies; 
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and every student of medica! history will readily recall others. To be 
sure, these theories have often proved faulty, yet truth ultimately tri- 
umphs to the gain of suffering humanity. 

1 will mention one instance only. Ever since the discovery of Amer- 
ica, yellow fever has been a veritable scourge of the tropical and sub- 
tropical countries of the New Worid. The theory of its etiology upon 
which medical and health authorities acted was that the disease is pro- 
duced by a ‘‘virus’’-—whatever that may be—conveyed from person to 
person and from place to place by fomites. Yet the disease persisted in 
incidence, virulence and high mortality in spite of the efforts of indi- 
viduals, communities and nations, because the theory of its etiology was 
wrong. Kut late in the nineteenth century, Dr. Carlos Finlay, of Havana, 
brought forward the theory that the mosquito is the responsible agent 
in the transmission and production of yellow fever, and the Spanish- 
American war brought Drs. Reed, Carroll and Lazear with opportunity 
and facilities to demonstrate the correctness of that theory, Dr. Lazear 
falling a martyr to the cause of science. The result of this work you 
all know. Who can doubt that yellow fever will soon be of historic in- 
terest only? 

In some diseases, as leprosy, for instance, we have learned the spe- 
cific micro-organism which causes it without being able to discover the 
carrier or host by which it is conveyed. In some others, as bubonic 
plague, we know both the specific cause and the carrier by which it is 
distributed and our knowledge of these has, in this instance, thus far 
prevented the blighting of our fair land by this dread disease. In the 
ease of pellagra we know neither the specific cause nor the means by 
which it is distributed and hence are as powerless to prevent its spread 
as we are to reduce its frightful mortality. 

But again, a pathological condition and its symptoms have been clearly 
recognized and dignified with the name of a disease when in reality it 
is only a terminal stage of a well known disease due to a specific cause. 
| believe that at the present time it is a well nigh universal opinion among 
medical men that tabes bears this relationship to syphilis and that if we 
are to prevent tabes, or to successfully treat it, we must deal directly 
with syphilis, both as to prophylaxis and cure. 

This leads me to a statement of my theory: That pellagra is not 
a disease, per se; that its lesions of the nervous system, skin and mucous 
membranes, with their resulting symptoms, are only sequelae to a spe- 
cifie protozoan infection—malaria; that pellagra bears a relation to ma- 
laria similar to that which tabes bears to syphilis In other words, pel- 
lagra is only a terminal manifestation of malarial infection. 

It is well known that when the plasmodium of malaria is once intro- 
duced into the human blood it is capable of continuing its existence for 
an indefinite length of time, by means of asexual reproduction. I have 
said ‘‘an indefinite length of time,’’ my own observations leading me 
to believe it may continue for several years at least, and that if not 
destroyed by the protective forces of the human organism or appropriate 
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treatment it may continue until the death of the human host; or at least, 
until its activities have produced various cachexias with which every prac- 
titioner is more or less acquainted, and finally, pellagra as a terminal 


stage. 

The presence of the plasmodium in the human blood ordinarily pro- 
duces certain acute symptoms known as the malarial diseases, malarial 
fever, or simply malaria. I have said ‘‘ordinarily,’’ for some persons are 
either naturally tolerant of the presence of the micro-organism, or they 
acquire such tolerance, so that the ordinary acute symptoms of malarial 
intoxication are either so modified as not to be recognized or they are 
lacking altogether. 

Nevertheless the toxins produced by the metabolism of the infecting 
agent continue to be liberated in the blood of the individual and these 
toxins having a selective action on the cerebro-spinal system, eventually 
bring about certain degenerative changes akin to sclerosis, and these in 
due course, trophic disturbances in the mucous membranes and skin which 
complete the syndrome to which the name pellagra is applied. 


Pellagra is not a new disease, though it is only a few years since 
it was first recognized in the United States. Since I have been able to 
diagnose it, | am also able to go back in memory’s pages and find a 
number of cases which were incorrectly diagnosed or not diagnosed at 
all, which I would today instantly recognize as pellagra; and some of 
these more than twenty years ago. If I have been ‘‘slow of understand- 
ing,’’ | apprehend that other practitioners may have been likewise, and 
that if we will view the past with the same enlightened eyes with which 
we view the present we will find the terms ‘‘chronic dysentery,” ‘‘chronic 
diarrhoea,’’ ‘‘mercurial stomatitis,” ‘‘gastritis,’’ ‘‘enteritis,’’ ‘‘melan- 
cholia’’ and ‘‘dementia’’ covering a multitude of diagnostic sins. Not 
that all of these were pellagra, but there were many pellagrous cases 
among them. Two persons were examined before the Insanity Commis- 
sion of Garvin County. They were found to be of unsound mind and 
placed in the sanitarium at Norman. The medical member of the Com- 
mission gave his opinion that they were pellagrins, though they did not 
yet show any lesions of the skin and mucous membranes. My infor- 
mation is that they have since developed the entire symptom complex of 
pellagra. . 

In the cases just referred to where I made a diagnosis, it was 
‘f‘ehronic malaria,’’ and it is my firm conviction at this time that my 
diagnosis was correct, for I believe that malarial infection is the neces- 
sary antecedent of peilagra. 


A considerable time elapses—several years in most instances—between 
the malarial infection and the pellagrous symptoms. During this period 
the toxins developed by the original infection bring about the degener- 
ative changes before mentioned, and these following the law of sclerosis 
in general, proceed to bring about the whole symptomatology with which 
we are familiar. 
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I was led to this conclusion from the observation that my pellagrous 
patients had, without exception, previously suffered from malaria, sev- 
eral have been under my care at different times for many years. More- 
over, they were persons who either could not or would not take proper 
antimalarial treatment. Following up this idea, I found in the case his- 
tory of many reported cases of pellagra mention of the fact that the 
patient had at one time lived in a malarious district. 

Since maps have been published showing the distribution of pellagra 
in the United States, I have observed that the areas coincide very nearly 
with the areas of malaria] incidence; that where pellagra is endemic, ma- 
laria is also endemic; that where sporadic cases of the one appear, we 
also note sporadic cases of the other. To my mind, the occurrence of 
sporadic cases of these diseases outside the areas where they are endemic, 
follows quite naturally the constant shifting of our population. 

In numerous discussions of this theory with my fellow practitioners, 
one objection has been raised, which I shall make the basis of my con- 
cluding paragraph. Stated as a question, it is this: ‘‘If pellagra is a 
terminal manifestation of malaria, why are there a larger number of 
pellagrins in Illinois than in Alabama?’’ Or in a more general way: ‘‘ Why 
are there more pellagrins in those districts where the milder forms of 
malaria prevail, than in those where the severer malarial infections are 
found?t’’ The answer is, that the’ milder infection is often imperfectly 
treated, or not treated at all, while in the severer infection the patient 
dies of the acute disease, or if he recovers, has by that time been ef- 
fectually treated. 

My conclusion is, that just as the milder cases of syphilis, not re- 
ceiving proper treatment, on that very account, are quite likely to be 
followed by the syndrome of tabes, so the milder malarial infections, re- 
ceiving insufficient treatment on account of their mildness, are more 
likely to furnish a crop of pellagrins than are infections of the severer 


type. 
Discussion. 

Dr. Cotton: [ tried to practice medicine for fifteen years in a strictly 
malarial district. The doctor certainly speaks correctly when he says 
that he does not believe pellagra is a disease per se. I tried to prac- 
tice medicine twenty-five years and fifteen of it in Southeastern Mis- 
souri, in almost the swamps. In our cases there we would have pneu- 
mionia and find our cases complicated with malarial infection. If we had 
a case of injury we would have a malarial infection to complicate our 
troubles. Some of the more serious cases that had to be treated would 
be brought in, but the milder cases generally got quinine. I remember 
in some cases a big dose of quinine was a regular thing before meals 
in some families, and castor oil and the big blue pills. The malaria in 
those cases had continued in that section of the country and I cannot 
help but believe it had something to do with it. The doctor’s paper is 
along lines of special interest to we doctors that have to practice in 
strictly malarial districts. 
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Dr. Fisher: [ want to say that if there is one hobby I have in the 
practice of medicine it is malaria. My two years of experience in the 
tropical regions made me interested in the subject. I enjoyed the paper 
of Dr. Callaway and | believe it will open up a field and we will more 
than likely tind the theory correct. We found many cases of this dis- 
ease in Panama, but I believe the reason is malaria. 


Dr. Day, Oklahoma City: I had the pleasure of talking with Doctor 
Callaway two years ago on this same subject. 1 know how radical the 
doctor was and I know his views pretty well and have gone over the 
whole subject with him before. We had up a discussion a year ago along 
the same lines. The question of the etiology of pellagra is an interest- 
ing feature and doubtless will be for years to come. If you will follow 
the investigators that have spent considerable time and money in the 
United States, Europe, Asia and Africa, you will find that the solution 
of the problem of the etiology of pellagra is no easy thing. 

There are some things in connection with the doctor’s paper that 
are of marked interest. If you will follow the history of the pellagra 
districts you will find they follow streams to a great extent. It was true 
in Italy and in Egypt and in the eastern portions of the United Stater 
where most of the investigation has occurred. 

The theory of pellagra as a disease per se is one that is questioned. 
I agree with the statement that pellagra is not a disease per se; it is not 
a disease in itself. It is a symptomatic indication of something else. | 
am firm in my belief of that after seeing the cases I have seen and 
making the observations I have been able to make and reading the re- 
ports of the investigators and so on. 

A study of pellagra can be had here in this state in the institution 
at Norman. There is where you can find cases all the time, and it has 
been my good luck to be on the staff of the institution for some time. 
where we used the opportunity to study these cases. Comparing these 
eases with the writer’s, we find this fact true: In practically every one 
they were preceded by an exhaustive condition or some exhaustive dis- 
ease and the low vitality of the individual was very much reduced. In 
other words, they were at a very low state of vitality. Some of these 
cases have followed puerperal fever, some have followed typhoid fever and 
some malarial fever—some one thing and some another. 

Day before yesterday I had the pleasure of seeing some cases over 
on the east side of the state. I have had three cases of pellagra at 
McAlester. One in North McAlester, a lady, the wife of a prominent 
merchant; they are living in the Southern part of the city, down to- 
wards the stream where there is stagnant water. One of the others was 
from over near Haileyville. She came in as a county patient because she 
was reduced to a low state of health by malaria. I do not know any- 
thing about the blood findings in either of the cases. Another was a 
county patient in the last stages of pellagra. A year ago I was over 
there to see a case and it proved to be a case of pellagra; -u individuai 
that is living within thirty or forty feet of a stream of watcr. You find 
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the lower ground of the streams are productive of pellagra development. 
When it comes to solving the problem of the etiology as we do and 
treating it as a disease per se we will be at sea for a long time. While 
I agree with Dr. Callaway, 1 only have to agree with him in part: That 
it is the result of exhaustive conditions and not a disease per se. 


Dr. Williams, Stroud: I have had the pleasure of seeing a great many 
eases of pellagra in Kentucky in the mountain district, and I find a 
great many cases do not follow the streams, but there seems to be there 
most unsanitary conditions we can find. As to malaria, we could not 
have much malaria there, but it seemed to be the unsanitary conditions. 
Most of the people there that had pellagra lived in unsanitary conditions. 
Their food was not sanitary, and a great deal of it was canned. Yet, 
I believe pellagra is a symptom and not a disease per se. I doubt that 
the malaria is the cause, for in many cases we had no malaria at all and 
no plasmodium ih the blood. 


Dr. J. M. Byrum, Shawnee: I have treated three or four cases of 
pellagra and on other occasions I have been forced to the extremity of 
diagnosing some of the cases malaria. Those cases of pellagra which 
| have treated had thorough examinations made and we have not been 
able to find plasmodium. I agree partially with Dr. Day that it is a 
condition, but I do not think nor see the necessity of following the streams. 
| believe it is rather fanciful, though the history has shown that io be 
true, more or less, I believe. I believe it might be a condition brought 
on by chronic syphilis or a condition of continued unbalanced diet, or 
other things. One case | remember in particular: The feces were neg- 
ative, and there was nothing characteristic in the urine. The white blood 
count was rather high. This case gave a history that would make you 
think perhaps there has been syphilis, without a definite history of syph- 
ilis. With careful treatment the symptoms disappeared and I have been 
watching this spring very closely expecting a return. The patient was 
in the office a few days ago and there is no renewal of the symptoms 
yet. I believe in this case there had been a syphilitic condition that gave 
rise to the condition; and I believe sooner or later we will base our diag- 
nosis on those findings. 


Dr. Griffin, Norman: Iam very sorry 1 missed hearing the paper but pel- 
lagra is always interesting to me. For a number of years I had to 
deal with pellagra without knowing what I was dealing with; perhaps 
for ten years before I found out what | really was trying to treat. | 
never will forget a case that came to my mind that perhaps made me 
think more about it than any other case that ever came to me. The 
case was a young lady who came to our institution and was suffering 
from what was thought to be a case of insanity, which, of course, was 
true. Shortly after her confinement | remember I was going through 
the wards one morning and noticed this lady having a terrible condition 
of the back of the hands and feet and also T noticed quite a blister on her 
neck. I took the nurse quite severely to task for allowing the lady to 
become exposed to the sun. She assured me that this was not the case, 
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but it was hard to convince myself that she was telling the truth until 
her statement had been corroborated by others. This case went from 
bad to worse and finally the disease extended to the elbows and the 
back of her neck and up in the hair and she gradually wasted away in 
exhaustion. Then | began to make it a study and I remember the first 
case reported hy some doctor in South Carolina. Then I began to tab. 
ulate my cases and | made them a study and finally I reported a case 
to Dr. Mahr and he came over and brought Dr. Lain with him and we 
made out a clear case of pellagra. That was five or six years ago and 
since that time we have kept up with it pretty well and I presume within 
the last ten years we have had as many as one hundred or more cases in 
the institution, nearly all of which have proven fatal. We have tried 
to arrive at some cause for this disease. We have examined the blood and 
the urine and feces and thus far we have failed to discover a real cause 
from these sources. So I have come to the conclusion that it is not a dis- 
ease per se, but that it is a disease coming on from some constitutional 
disease, or rather is a symptom of it. I have yet to find the case of a real 
robust hearty individual. A great many of the cases come on in the last 
stage of tuberculosis, consumption, or when the patient is down.to the 
point of exhaustion. We have tried to work out a cause. Most of our 
Southern physicians used to claim that corn was probably the cause of 
the disease. We find it in the Western country and in the Western coun 
try we find but littie corn bread is eaten. I have had several cases thay 
told me they had scarcely ever eaten corn bread at all; and so I have 
come to the conclusion that it is not really a disease per se, but a symptom. 
We find it in our idiots and in all exhaustive cases. I| thank you. 


Dr. Lee, Oklahoma City: We find where the skin lesion is quite 
marked the administration of arsenic preparation is quite good. 


Dr. Glasscock, Kansas City, Kan.: I was interested in the doctor’s 
paper. I do not believe, though, that I could agree that malaria is the 
exciting cause. While the disease we have up has existed quite a while 
and was not diagnosed by American physicians, it is comparatively recent- 
ly that we have had the cases. I believe you will find that fifty years 
ago there were not many cases. I am inclined to think that malaria is 
not the exciting cause, because it is not so recent. 

Corn is spoken of. Some of you will state that it is due to dis- 
eased corn. Now if that is true the disease might not be confined to 
corn. If it is a condition of diseased corn we might find it in other 
things. Undoubtedly it is a toxic disease. The fact that it many in- 
stances the case develops into melancholia bears me out. I would not, 
however, say that the experiments in lialy for over a hundred years 
amount to nothing. 


The Chairman: I believe one or two have called attention to the 
fact that possibly this disease did exist and they did not discover it. 
That may have been the case with it for a long time. The doctor said 
he felt sure his patient had been exposed to the sun, and one or two 

















JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 261 


others mentioned they thought it was a skin disease. I call attention 
to this because one or two brought out these facts. 


Dr. Marshall: 1 do not know anything about this, but I read of 
one man who observed his patients carefully and every one of them had 
been using cottonseed oil products, and he said that there was found in 
the cottonseed oil products the same thing found in this spoiled corn. He 
thought it was probably caused by this particular acid, and the doctors 
always find it in the other things that is in corn. It is a fact that our 
Southern people and other people everywhere are using cottonseed prod- 
ucts more now than ever used before. I am not knocking on the cot- 
tonseed oil products, but that was his theory. 

Dr. Lain, Oklahoma City: The discussions upon pellagra are always 
interesting to me, and most as amusing as interesting, since I presume 
the theories of pellagra which have been advanced are just about as num- 
berless as the remedies for vomiting of gestation. In reference to the last 
theory of cottonseed oil: I do not presume any one in the South or other 
states who has read the history of pellagra can consider the theory a 
moment, since pellagra existed for a century in Italy, where cotton was 
not raised and cottonseed oil was not known. The corn theory, and one 
which seemed to have merit upon its face since it was given to us by the 
man who went over te Italy and heard what the Italians had to say 
about pellagra. The corn theory, as we all know, is net accepted by the 
Americans. Whether it is because Americans do not like to accept any- 
thing imported or whether we have a disposition to go more deeply into 
the subject and have it proven, I cannot say. When I first read the 
theory after I lost a patient or two without making a diagnosis of pel- 
lagra it suddenly dawned on me that this must be it. After I had seen 
the first half dozen or dozen cases and then recalled my experience upon 
the farm and seeing my father’s stock die with what we called the ‘‘blind 
staggers,’’ I thought it was surely it; because the blind staggers, so 
called, was so similar to pellagra. 

Without trying to advance the theory as to the cause, and expressing 
my sincere regrets of missing the paper, I have only to say this: The 
most cases I have seen—and I have seen quite a goodly number—I have 
one on my hands now that | think will jump to Dr. Griffin real soon. 
The more I sec of pellagra and study it the more I am convinced that 
we do not know what it is. 

Regarding the theory of the fly, which is so commonly found along 
the streams of water: I accepted that as a plausible theory and began 
to run over my cases and I found in the history of them that two or 
three per cent had not lived near a stream of water. I thought this must 
be it. Then I began to reason and it is a matter of fact that practically 
all our cities and most of our rural homes are located near a stream of 
water for drainage purposes, and naturally that would give a higher per- 
centage of cases from streams and drainage territory, and then after a 
little closer investigation I found that this was not running water, and 
come to the firm belief that the stream of water theory has not been 
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proven. I do not think we should just accept a theory advanced, but 
should continue to investigate and discuss the question until such a time 
in the near future we will have a reasonable and acceptable theory as 
to the cause of pellagra. 


The Chairman: If there is no further discussion on the paper Dr 
Cailaway will close the discussion. 


Dr. Callaway: Gentlemen, I thank you for your discussion. I want 
to say in conclusion I have studied this subject closely for a number 
of years. For twelve months I have been condensing in order that I 
might present nothing in the paper but the bare theory sufficient to 
enable you to understand it. Our profession is conservative. It is gen- 
erally, but not always, sane. It is conservative, but it is safe. No man 
could put forward a theory like this and expect acquiescence, unless he 
was addressing a company of school boys. I did not expect it, but I put 
it before you and I place it before you as a foreword. If I live I shall 
present you much more detail hereafter. | have treated nothing of 
the pathology or the symptomatology. So far as treatment is concerned 
there is ‘‘nothing doing.’” For me, at this time, to get outside of the pur- 
pose of the paper in replying to some statements made by the doctors 
would get me beyond the scope of this paper or the purpose for which it 
was written. [| thank you for your liberal discussion of the paper anid 
I hope you will take it home to yourselves, and I feel sure you will not 


forget it. 


“AFTER POE—A LONG WAY.” 


Once upon a midnight dreary, 
The doctor slumbered weak and weary. 
And all the town could 
Hear him snore. 
While he lay there sweetly napping, 
Suddenly there came a tapping; 
Like a ram-goat madly rapping 
His hard head upon 
The door. 





“Get thee up!” a voice cried loudly, 

“Come at once!” he shouted proudly, 

Like a man who owned a million, 
Or much more. 


But the doctor never heeded 
Back to dreamland fast he speeded. 
For such men as that he needed 
In his practice 

Nevermore... 


For long months that man had owed him. 

Not a cent he’d ever paid him. 

And the doctor now will dose him 
Nevermore. 


—Dr. S. L. Brooking, Journal of the Kansas Medical Society. 
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EDITORIAL 


RADIOACTIVITY OF WATERS. 


The Bureau of Chemistry of the Department of Agriculture has issued 
a warning to the people to the effect that a great fraud is about to be 
perpetrated in the matter of advertising the virtues of ‘*Radioactive 
Waters.’’ The warning, as is well known to the medical profession, is well 
grounded and has sound basis of fact. For a long time it has been a craze 
almost to claim superlative curative value for waters in certain places and 
it is not uncommon to see patients ‘“‘chasing the cure’’ by running from 
springs to springs as their attention is called to this or that resort. As a 
matter of fact very little is known of the value of radium as a curative 
agent, and what is claimed is claimed by authorities for radium, not some 
fictitious, mis-branded and over-vaunted water, which if it does possess 
radioactivity, soon loses it after bottling and leaving the springs. 














The claims of some European physicians as to the value of radium in 
malignancy must be given careful consideration, of course, before one is in 
position to either deny or affirm the contention, but it should be remem- 
bered that many physicans are very certain in their statements that they 
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could find no warrant for the claims of the users of radium in malignant 
conditions. 

It will probably be found that radium has a distinct place in the 
armamentarium of the physician in a certain limited class of cases, but we 
should not allow ourselves to attempt to make a cure-all of it and above 
all things we should not, as some physicians have been doing, just send a 
patient to the springs on the hit or miss proposition that it may do good. 
It should also be remembered that radium is a drug to be used by physi- 
cians and not patients and that its use should be confined to the hands of 
those who know its dangers and limitations or are at least qualified to note 


its action. 





INFECTIOUSNESS OF LEPROSY. 


The recent discovery of a case of leprosy in the County Farm of Mus- 
kogee county induced a certain amount of interest in this rare affection— 
rare so far as we are concerned in Oklahoma, with especial reference to 
its contagiousness. 

From time immemorial the disease has been looked on with loathing 
and to many physicians unfamiliar with its aspects and behavior it has been 
vaguely considered with considerable dread. As a matter of fact it is 
probably greaily less infectious than tuberculosis and much less likely to 
be contracted even by those exposed daily to contact. 


A recent publication issued by the United States Public Health Service 
citing the investigations of Surgeons McCoy and Goodhue of the service 
throw much light on this phase of this strange infection. They found that 
of those subject to infection by close attendance on the leprous or the 
husband or wife less than 5 per cent became infected. Of males and fe- 
males there seems to be no practical difference as to susceptibility. These 
citations rather upset the calculations of earlier observers who noted that 
the percentage of those exposed who became infected was much larger; the 
present observers state that no such conditions as to infection exist today 
as were formerly reported and know of no reason for the discrepancy un- 
less it be explained on the better general understanding of sanitation and 
prevention. It should be noted that many of those exposed to infection, 
really all of them, are voluntary exiles, subject to certain regulations of 
the leper colony. It is stated that many of them rather welcome contrac- 
tion of the disease as that places them beyond expulsion from the colony 
for infraction of the regulations. The report also states that no cases con- 
tracted since 1908 are considered in the tables given. 





THE GUILLIBILITY OF PHYSICIANS. 

An attache of the Postoffice Department having fraud orders especially 
under his charge, is authority for the statement that brokers and houses 
proposing to sell fraudulent stock and shares pay more for lists of physi- 
cians than any other class of people. 
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This is a reflection on the ‘‘easy’’ business methods of the physician 
that should cause us to sit up and think. Collectively no class of men 
work harder for what they receive than the physicians, and the profession 
is inadequately protected by law when it comes to the collection of fees. 
Laborers of every class, skilled workmen and even attorneys have a lien on 
the property of their employers; the first two classes are not to be deprived 
of their earnings even by exemption laws, while the attorney rests secure 
in many states, especially in Oklahoma, in the knowledge that any settle 
ment made by his client and the opposing attorney is prohibited by law 
and if made does not release the party making it. 

These conditions are the result of years of agitation and active interem 
in the enactment of laws protecting those interested. It seems they have 
worked to fortify themselves while we have in a way neglected the busi- 
ness side of medicine, which is as essential to success as any ctuer side. 

Physicians necessarily have not much time to attend to anything ex- 
cept their professional duties which accounts for their shortcomings as 
business men, but if they will remember that what is offered them with 
facile pen and glowing picture as a bononza, is almost invariably a gold 
brick; that if the agent offering the stuff knew it was the good thing he 
says it is, he would borrow money and buy it himself, then the doctor will 
stand a good. show to retain the money he has accumulated slowly, bit by 
bit, under bad conditions. Just remember that nearly everything in the 
world that is worth having is scarce and hard to get; that every time a 
promoter tells you of a man investing five hundred and coming out in a 
year with several thousand, there are dozens of others who invested five 
hundred or more and still owe the bank they borrowed it from. 

If we will take what little we can rake together and lend it safely at 
8 per cent, and there are plenty of such opportunities now in Oklahoma, 
we will eventually become the soundest of professions, but any other 
course, especially one involving the investment of money in things we know 
nothing of, trusting its management to unknown men, is likely to result in 
disappointment. 





A DENTAL VIEW OF OUR BEHAVIOR. 


THE RECENT STATE MEDICAL MEETING. 


The writer had the privilege of attending several sessions of the State Medical 
Meeting and came away fully convinced that the Oklahoma State Medical As 
sociation could take some valuable suggestions from the Oklahoma State Dental 
Association in the conduct of a state meeting. They would undoubtedly derive a 
great deal more benefit from their meetings by adopting our post-graduate plan in 
their state association work. 

It was not an uncommon thing to see men in different parts of the room visit- 
ing or telling stories, while some essayist was reading his paper. 

There seemed to be general confusion and many matters were hampered by 
delays. 

Brothers, try our plan and you will have something of enough interest to claim 
your attention, not only that but it will increase your attendance to the point it 
should be. 

This is not written in a spirit of criticism but from one of pride as the con- 
trast between the two different state meetings is so great I could not refrain from 
speaking about it——Quarterly Bulletin, Oklahoma State Dental Association, Pub- 


lished at Enid. 
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The criticism is well taken. It is unfortunate that the critic could not 
have been more specific and pointed out just which section he criticised. 
There was some confusion when two sections attempted to use the same 
meeting place simultaneously. (The section on Eye, Ear, Nose and Throat 
preempted the space and time previously allotted to Gynecology and Ob- 
stetrics.) This little lapse of the proprieties produced much disgust, and 
rightly so, in the mind of the gynecological chairman. Conversation dur- 
ing papers may be observed at all medical meetings, the National Sections 
not excepted; even the staid and deliberate United States Senator cracks 
a little joke or ‘‘joshes’’ his political rival during debate. We are not 
prepared to say what kind of mental pabulum was being preached when 
this diversion, so annoying to our dental brother occurred, but we under- 
take to condone the offense on the ground that to many the annual meet- 
ing is the only annual vacation; the visitor is like a young colt, too taken 
up with everything about him to sit up like a Puritan and keep still, he 
just must visit a minute or so with Bill and Jack and John, who maybe 
he has not seen since leaving college; he is only demonstrating that doctors 
are just men, so excuse him. 

We are advised to try the post-graduate plan. The writer probably 
never heard that the post-graduate plan has been in operation in county 
societies for more than ten years. 

The allusion to attendance is the offspring of misinformation. Consid- 
ering the distance of Enid from other parts of the state, the fact that it 
required often two days or nights to get there, the attendance was fine. 
The best most state societies have is from fifteen to twenty-five per cent of 
membership, the National does well if it has from ten to twenty, the latter 
almost unheard of even in the effete and proper East. We had about twenty 
per cent at Enid. 

We suggest that the next time the Enid physicians draw the white 
elephant in the shape of the annual meeting they have a subcommittee 
from the dental profession to introduce innovations. 


























JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 267 





PERSONAL AND GENERAL NEWS | 











Dr. M. B. Prentiss of Pawhuska has removed to Bartlesville. 

Dr. F. W. Ewing, formerly of Waurika, but lately temporarily located 
in Washington, D. C., will soon return to Waurika. 

Dr. C. M. Bloss and Dr. Watts of Okemah have formed a partnership. 

Dr. A. B. Montgomery, Muskogee, will remove to his old home, Che- 
cotah. 

Dr. and Mrs. V. Berry, Okmulgee, recently visited Cleveland, Dr. Berry 
attending the clinics. 

Dr. C. D. Simmons has removed from Stillwater to Orlando. 


Dr. ard Mrs. W. E. Wright took a motor trip to the Atlantic coast for 
their summer vacation. 

Dr F. 8. Whitacre of Butler has removed to Texas. 

Dr. T. B. Hinson of Thomas is doing post-graduate work in Chicago. 

Dr. P. L. Cain has removed from Durant to Bennington. 

Dr. J. W. DeVry is preparing to move from Helena to Forgan. 

Dr. George A. Kilpatrick has returned from an extended European 
trip, during which he attended the International Congress of Medicine in 
London. 

Drs. Allen Lowry, A. P. Gearhart and A. 8. Risser bought a building 
in Blackwell recently which they have fitted up as a modern hospital. They 
propose te open it to patients about October 15. 

Drs. J. E. Stinson and L. E. Emanuel of Chickasha have been appointed 
pension examiners at that point. 

Drs. Rawls and Fox of Altus had charge of the Better Babies Contest 
at the Jackson county fair held at Blair. 

Dr. F. M. Edwards of Fairland and Mrs. Martha Church of Reeds, Mo., 
were recently married. They will make their home in Fairland. 

Dr. J. B. Ellis, Shawnee, who sometime since suffered from a paralytic 
stroke, is reported to be improving. 

Dr. P. P. Nesbitt, Muskogee, took a vacation in Missouri the latter 
part of October. 

Dr. LeRoy Long, McAlester, who spent the summer in Europe, inci- 
dentally taking in the International Congress in London, has returned. 
During his absence Dr. Long visited a great ‘many points of interest in 
Europe including Italy and French and German points. 

Dr. G. E. Hartshorne of McAlester, who visited Europe this summer, 
returned on the steamer Imperator recently and is back at his old location 
again. 











268 JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 


Dr. L. H. Murdoch, Okeene, attended the Medical Association of the 
Southwest after which he visited relatives and friends in Kansas and 
Arkansas. 

Dr. Harry Biender, Okeene, recently received an injury sufficient to 
put him in the cripple class and on crutches for a few days. 


Dr. }. L. Watson of Alderson will soon move to McAlester. It is re- 
_ ported he will be associated with Dr. W. C. Graves. 


Dr. E. N. Allen, for many years one of the foremost surgeons of Me- 
Alester, Division Surgeon for the Rock Island and formerly Chief Surgeon ~ 
of the C. O. and G Ry., is preparing to move to Little Rock, Ark. 


The malpractice suit of White against Drs. A. J. Snelson, Checotah, 
and Claude Thompson, Muskogee, was brought to a very sudden termina- 
tion in the District Court of Mclntosh county, October 21. The presiding 
judge, Preslie B. Cole, directing the jury to return a verdict for the de. 
fendants immediately after the plaintiff had offered all their evidence. An 
amusing and edifying spectacle of the trial was an ex-president of the Ok- 
lahoma State Medical Association attempting to pose as a man informed 
in the treatment of epidemic meningitis, summoned by the plaintiff. Out 
of his own mouth he was made to admit that he had not seen a case in 
fifteen years, had never performed intraspinal puncture for diagnostic 
purposes and oad never treated a case according to modern methods of 
serotherapy. 

The Medical Association of the Southwest held its annual meeting in 
Kansa City at the Coates House, October 7 and 8. The attendance was said 
to have been very good and the papers of a very high class. The following 
officers were elected: 

President, Dr. S. S. Glasscock, Kansas City, Kansas. 

Vice Presidents, Dr. J. D. Griffith, Kansas City, Missouri; Dr. J. D. 
Dodson, Vernon, Texas; Dr. D. A. Myers, Lawton, Oklahoma; Dr. L. 
H. Ellis, Hot Springs, Ark. 

Secretary-Treasurer, Dr. F. H. Clark, El Reno, Okla. 

Galveston was selected as the meeting place for 1914. 

Section officers elected were: Medicine, Dr. E. S. Lain, Oklahoma City; 
Surgery, Dr. C. H. Cargile, Bentonville, Ark.; Eye, Ear, Nose and Throat, 
J. 3. Lichtenberg, Kansas City, Mo. 

Mayes County Medical Society held a meeting October 6 at Pryor. 
The local physicians tendered a banquet. The visiting physicians through 
the courtesy of Mayor W. A. Graham, were driven to the State Orphan 
Home and shown through the institution. 


Mrs. R. W. Pence of Jet, Oklahoma, stepped into the doctor’s shoes 
during his absence in Minot, north Dakota, and reported the meeting of 
Alfalfa County Society held at Cherokee. The following was the program: 
“Etiology, Pathology and Prognosis of Typhoid Fever,’’ H. A. Lile, Aline. 
‘Symptomatology of Typhoid,’ T. A. Rhodes, Goltry. The next meeting 
will be held at Carmen, November 5th. 
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Muskogee County held its first meeting after the summer vacation 
October 13. The report of a Committee on Tuberculosis cures appointed 
during the summer was passed for further time and investigation. A 
paper by Chas. B. Gifford on The Collection of Physicians’ Accounts 
elicited considerable discussion and brought out many curious facts relative 
to the law of collections. Dr. J. H. Stolper presented an informal and 
tentative proposition looking to the organization of a physician’s defense 
plan in Oklahoma on which a committee of consideration was appointed. 


The Northeast Oklahoma Medical Society (6th Councillor District) held 
its meeting at Bartlesville October 14. The attendance was good and the 
papers read were reported as being of high class. Drs. G. A. Wall, Okla- 
homa City, and Clifford P. Johnston, Coffeyville, Kansas, were visitors, 
Dr. Wall reading a paper on Incontinence in the Female; Prognosis and 
Treatment. The next meeting will be held in Nowata. 





THE STATE BOARD OF MEDICAL EXAMINERS’ MEETING IN MUS- 
: KOGEE—CLASS ‘‘C’’ COLLEGE GRADUATES NO 
LONGER RECOGNIZED. 


The Board adopted a resolution declaring in effect that hereafter Class 
**C”’ schools graduates would not be licensed. They denied the application 
for reciprocity from Texas of Dr. Felix Peebles of Bivins, Texas, a grad- 
uate of the Gate City Medical College and later of the St. Louis College 
of Physicians and Surgeons, also a class ‘‘C’’ school. 

The application of Dr. W. F. Gordon, Temple, Okla., was also denied 
in view of certain specific charges filed against him and he was denied 
permission to withdraw his application for license. 

Certificates issued on prior license: I. B. Breckinridge, McAlester; 
Fred S. Brown, Oklahoma City; Frederick W. RK. Turner, Sapulpa; Robert 
F. Donnell, Agency, Mo., (Mounds). 

Lack of space forbids publication of questions, but it is a remarkable 
fact when one considers the present day tendency to severe examinations 
and catch questions, that the examination given was extremely practical. 
A good average student should have no trouble in making a passing grade 
and demonstrating his fitness for registration. 

The following applicants were examined: Jamie W. Rogers, Univer- 
sity of Michigan, 1913, Ozark, Mo.; Edwin Davis, University of Arkansas, 
1913, Wagoner, Okla.; Houston B. Fite, Tulane, 1913, Tahlequah, Okla.; 
Roy Alton Morter, University of Oklahoma, 1913, Norman, Okla.; C. H. 
Day, Baylor Medical College, 1913, Bomar, Okla.; Peter Cope White, Jef- 
ferson Medical College, 1911, Tulsa, Okla.; George A. Nieweg, Bennett 
Medical College, 1913, Belle, Mo.; Anna E. Cisar, College M. & S., Chicago, 
1903, Oklahoma City; J. A. Egbert. 

The next meeting will be held in Oklahoma City, January, 1914. 
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NEW BOOKS 








A CLINICAL MANUAL OF MENTAL DISEASES. 


A CLINICAL MANUAL OF MENTAL DISEASES. By Francis X. Dercum, M. D., 
Ph. D., Professor of Nervous and Mental Diseases, Jefferson Medical College, Phila- 
delphia. Octavo of 425 pages. Fhiladelphia and London: W. B. Saunders Company, 
1913. Cloth, $3.00 net. 

The aim of the author in writing this work was to produce a book suitable for 
the needs of the student and general practitioner and an inspection of it convinces 
one that the object has been attained. A great deal of the tiresome detail is elim- 
inated, many of the rarer affections not ordinarily observed are either not considered 
or in a very condensed manner, if at all. 

Much attention is given to the clinical aspect of nervous affections treated in the 
book, and this phase of it makes it very desirable to the practitioner. 





HOW TO COLLECT A DOCTOR BILL. 

By Frank P. Davis, M. D., Ex-Secretary Oklahoma State Board of Medica] Exam- 
iners, Ex-Superintendent Oklahoma State Institution for Feeble Minded, Member of 
Various County, State and National Medical Societies; The Oklahoma Association of 
Charities and Correction, Late Editor, Davis’ Magazine of Medicine. Cloth, 98 pages, 
Publishers, Physicians Drug News Company, Newark, N. J., U. 8S. A. Price $1.00. 

We welcome this first as a production of an Oklahoma man and concerning a 
subject due more attention than is given by the individual physician. We are all taught 
more of the altruistic side of medicine when in college than the practical when the 
business side of medicine is considered. It goes without saying that as a rule phy- 
sicians are indifferent business men and we overlook the fact that for our work 
we must receive an adequate compensation or somewhere along the line we suffer 
deterioration. 

This little volume contains many sound suggestions that may be used as laid 
down or modified to suit individual conditions for the doctor’s benefit. It contains 
the exemption laws of all states and territories, which alone will save the physician 
the labor of searching through tiresome volumes in search of the information. The 
principal feature noted is the desire of the writer to make of physicians better busi- 
ness men and incidentally better physicians. 


INTERNATIONAL CLINICS, 

VOLUME THREE, TWENTY-THIRD SERIES, 1913. Edited by Henry W. Cattell, 
A. M., M. D., Philadelphia, with the collaboration of American and European authors. 
Illustrated, Cloth, Price $2.00. 

Two striking articles command the reviewers’ attention in this volume: the first, 
The Diagnosis and Treatment of Malarial Infections, by Charles F. Craig, M. D., Cap 
tain, Medical Corps, U. S. Army, is illustrated thoroughly. Craig states that thee 
is no reason for chronic malarial infection except improper treatment, barring those 
cases that cannot be given quinine. 

On the Treatment of Pneumonia by Norman Gwyn, M. D., Philadelphia, a most 
exhaustive and painstaking article consisting of a critical comparison of different 


modes of treatment. 





BIENNIAL REPORT 1910 AND 1911 STATE BOARD OF HEALTH OF KENTUCKY. 


Published for free distribution to any citizen of the state of Kentucky. This 
report reflects great credit on the Public Health Officials of Kentucky and contains 
a fund of information relative to the work done in prevention of infectious diseases 


in that state. 





THE DISEASES’ OF CHILDREN. 
THE DISEASES OF CHILDREN, by Henry Enos Tuley, M. D., late Professor of 
Obstetrics, Unfversity of Louisville, Medical Department; Visiting Physician Masonic 
Widows and Orphans’ Home, Louisville, Ky.; Secretary of the Mississippi Valley 


Medical Association; Ex-Secretary and Ex-Chairman of the Section on Diseases of 
Children, 


American Medical Association; Ex-President American Association Milk 
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Commissions; 106 engravings and 3 colored plates; 2nd revised edition, cloth, 684 
pages. Price $5.50. C. V. Mosby Company, St. Louis, 1913. 

The writer has very properly devoted a great deal of space comparatively to the 
much-neglected propositions of infant feeding, which we will all agree is the impor- 
tant phase of infant life to which all other considerations must remain secondary. 

In this connection the supervision of dairies, milch cows and the transportation 
and keeping of milk is given due importance as well as the various rules for modi- 
fication of milk. 

The book contains chapters on the diseases of the eye, ear, nose and throat, 
which aside from the commoner infections incfdent to childhood, might be said to 
be more properly placed in works dealing specifically with those subjects. 


ESSENTIALS OF PRESCRIPTION WRITING. 

ESSENTIALS OF PRESCRIPTION WRITING. By Cary Eggleston, M. D. In- 
structor in Pharmacology, Cornell University Medical College, New York City. 32 mo. 
of 115 pages, W. B. Saunders Company, 1913. Cloth, $1.00 net. 

This will be found a very useful little book for students and young physicians 
just starting in the work. Every man on entering his career as a medica) practi- 
tioner is embarrassed more or less on the questions involving prescription writing; 
this book has condensed the needed information pertinent to that branch of medicine 
and as such should merit careful perusal. : 








THE PRACTICAL MEDICINE SERIES FOR 1913. Comprising ten volumes on 
the year’s progress in medicine and surgery. Under the general editorial charge of 
Gustavus P. Head, M. D., Professor of Laryngology and Rhinology, Chicago Post- 
Graduate Medical School, and Charles L. Mix, M. 8S., M. D., Professor of Physical 
Diagnosis in the Northwestern University Medical School. 


VOLUME 1 AND VOLUME 6, GENERAL MEDICINE. Edited by Frank Billings, 
M. S., M. D., Head of the Medical Department and Dean of the Faculty of Rush Med- 
ical College, Chicago, and J. H. Salisbury, A. M., M. D., Professor of Medicine, Chi- 
cago Clinical School. Price, $1.50 each. 


VOLUME 2, GENERAL SURGERY. Edited by John B. Murphy, A. M., M. D., 
LL. D., Professor of Surgery in the Northwestern University, Attending Surgeon and 
Chief of Staff of Mercy Hospital, Wesley Hospital, St. Joseph’s Hospital and Colum- 
bus Hospital, Consulting Surgeon to Cook County Hospital and Alexian Brothers Hos- 
pital, Chicago. Cloth, 632 pages. Illustrated. Price, $2.00. 


VOLUME 3, THE EYE, EAR, NOSE AND THROAT. Edited by Casey A. Wood, 
Cc. M., M. D., D. C. L., Albert H. Andrews, M. D., Gustavus P. Head, M. D. Cloth, 
illustrated, 370 pages. Price, $1.50. 

VOLUME 4, GYNECOLOGY. Edited by Emilius C. Dudley, A. M., M. D., Profes- 
sor of Gynecology Northwestern University Medical School; Gynecologist to St. Luke's 
and Wesley Hospitals, Chicago, and Herbert M. Stowe, M. D., Associate in Gynecology, 
Northwestern University Medical School; Attending Physician Cook County Hospital. 
Cloth, illustrated, 230 pages. Price, $1.35. 

VOLUME 5, PEDIATRICS AND ORTHOPEDIC SURGERY: PEDIATRICS. By Isaac 
A. Abt, M. D., Professor of Pediatrics, Northwestern University Medical School, At- 
tending Physician Michael Reese Hospital. 


ORTHOPEDIC SURGERY. By John Ridlon, A. M., M. D., Professor of Ortho- 
pedic Surgery Rush Medical College. With the collaboration of Charles A. Parker, 


M. D. 


WHY SOME PEOPLE DISLIKE THE AMERICAN MEDICAL ASSOCIATION. 


A member of the advertising department of The Journal of the American Medi- 
cal Association was talking recently with a man we may call Mr. X, who was the 
representative of an association which obtains and furnishes advertisements for re 
ligious papers. Mr. X volunteered the information that he was going to seek some 
other line of work and, when asked why, replied that the American Medical Associa- 
tion had, by its campaign against fraudulent “patent medicines” and quackery, great- 
ly curtailed the advertising field of the religious press. The sheet-anchor of adver- 
tising in religious papers has always been the “patent-medicine” business. “The re- 
ligious paper,” said Mr. X in effect, “gets its subscribers largely through the efforts 
of the local pastors in smaller towns. Now, since the American Medical Association 
has been showing up the fraudulent ‘patent medicines’ the local doctor, who is usu- 
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ally a man of some influence in the community, protests to the pastor against this 
class of advertising in their church paper. The pastor writes to the publisher say- 
ing that it is impossible for him to recommend the paper unless such and such; 
advertisements are dropped. And there you are!” Under the present economic 
system, it is impossible to fight organized evil without at the same time doing some 
financial damage to those who have, however indirectly, profited by the existence 
of that evil. Yet the general good far outweighs the personal inconvenience caused 
by a worthy man having to give up what, until comparatively recently, has been a 
rather profitable occupation.—Ohio State Medical Journal, Aug. 1913. 





ERGOT THAT JUSTIFIES YOUR CONFIDENCE. 

When a physician uses fluid extract of ergot he wants an active, reliable pro- 
duct. Maybe he gets it. Maybe he doesn’t. Strictly prime ergot is seldom available 
in quantities sufficient to meet the world’s requirements. As to genuine Spanish 
ergot, the superiority of which is universally conceded, the supply is comparatively 
limited. 

It is a well-known fact, too, that the ergot of tomorrow may not be the ergot 
of yesterday. Fluid extract of ergot is apt to suffer deterioration—through oxidation, 
it may be; through loss of alcohol, perhaps—especially if the product stands for a 
considerable time upon the druggist’s shelves or is dispensed from large or partly 


emptied containers. 

Fortunate, then, is the physician who gets a dependable ergot and knows that he 
gets it. 

In view of these facts, the ergot announcement which Parke, Davis & Co. make 
elsewhere in this Journal is timely and pertinent. It gives assurance of an active, 
reliable ergot—an ergot that is prepared from genuine Spanish drug, that is care- 
fully tested physiologically, and that is supplied im small original containers (one- 
ounce amber bottles), each in a carton which protects the product from the action of 
light. This fluid extract of ergot is unhesitatingly commended to the medical pro- 


fession. 





A CLEAN RECORD IN THE CANAL ZONE. 


Those who have been following the remarkable record of the work of sanita- 
tion of the Isthmian canal, and have watched the gradual reduction of the death- 
rate and the elimination of preventable disease, have hoped that before the monu- 
mental work of constructing the canal was finished it might be possible for 
Colonel Gorgas to present a report that would be clean as far as death from 
disease was concerned. The report of the Department of Sanitation for the month 
of August, 1913, just received, shows that during that month there were thirty- 
nine deaths from all causes among the employees of the canal commissioners. Of 
these, one, a Peruvian, died of malaria; another, a Spaniard, of alcoholism, and the 
third, a Greek, of appendicitis. The only deaths among white Americans which 
occurred during the month were two from violence, one due to an accident on the 
railway and the other to an accident in thequarry. Among the 12,481 white Amer- 
ican men, women and children on the Isthmus connected with the commission— 
that is, employees and their families—not a single death from disease occurred. 
The exodus from the Canal Zone has already begun; those employees whose work 
has been completed are returning to the United States with their families. The 
number of American citizens resident in the Canal Zone will probably decrease 
steadily in the future. It is a fitting climax, says The Journal of the American 
Medical Association, to the work of Colonel Gorgas, which has challenged the 


admiration of the civilized world, that the month which probably marks the high 
tide of American occupancy of the Canal Zone should have passed without a single 


death from disease in the American colony. 
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OFFICERS DIRECTORY, OKLAHOMA STATE MEDICAL ASSOCIATION 


President—J. M. Byrum, Shawnee. 

First Vice President—J. T. Slover, Sulphur. 
Second Vice President—D. Long, Duncan. 
Third Vice President—J. H. Barnes, Enid. 
Secretary—Claude A. Thompson, Muskogee. 


Delegates to A. M. A.-— 
J. Hutchings White, Muskogee, 1913-14. 
W. E. Wright, Tulsa, 1914-15. 


CHAIRMEN OF SCIENTIFIC SECTIONS. 
Surgery—Horace Reed, Oklahoma City. 
Pediatrics—E. Forrest Hayden, Tulsa. 
Eye, Ear, Nose and Throat—W. A. Cook, Tulsa. 
General Medicine, Mental and Nervous Diseases— 
Gynecology and Obstetrics—D. L. Garrett, Altus. 


LEGISLATIVE COMMITTEE. 
J. Q. Newell, Oklahoma City, 1913-14. 
C. R. Day, Security Building, Oklahoma City, 1913. 
John W. Duke, Guthrie, Oklahoma, 1913-14-15. 


NECROLOGY COMMITTEE. 


J. B. Smith, Durant, for three years, 1912-13-14. 
A. D. Young, Oklahoma City, for two years, 1912-13. 
Geo. A. Boyle, Enid, for one year, 1912. 


STATE BOARD OF MEDICAL EXAMINERS. 
President—Francis B. Fite, Muskogee. 
Vice President—E. Ellis Sawyer, Durant. 
Secretary—John W. Duke, Guthrie. 


Frank Englehart, Oklahoma City; LeRoy Long, McAlester; Phillip F. 
Herod, Alva; W. LeRoy Bonnell, Chickasha; James O. Wharton, Duncan; 
Melvin Gray, Chickasha. 

Next meeting Oklahoma City, January, 1914. 

Address all communications to the Secretary, Dr. J. W. Duke. 








County 


Adair 
Alfalfa 
Atoka 
Beckham 
Blaine 
Bryan 
Caddo 
Canadian 
Carter 
Cherokee, 
Choctaw 
Cleveland 
Coal 
Comanche 
Cotton 
Craig 
Creek 
Custer 
Dewey 
Ellis 
Garfield 
Garvin 
Grady 
Grant 
Greer 
Haskell 
Hughes 
Jacksen 
Jefferson 
Johnson 
Kingfisher 
Kiowa 
Leflore 
Lincoln 
Logan 
Love 
Marshall 
Mayes 
McClain 
McCurtain 
Murray 
Muskogee 
Noble 
Nowata 
Okmulgee 
Oklahoma 
Osage 
Payne 
Pittsburg 
Pontotoc 
Pottawatomie 
Pushmataha 
Roger Mills 
Rogers 
Seminole 
Sequoyah 
Stephens 
Texas 
Tillman 
Tulsa 
Wagoner 
Washington 
Washita 
Woods 
Woodward 
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President 
Cc. A. Walters, Stilwell 
T. A. Rhodes, Goltry 
T. H. Briggs, Atoka 
J. M. McComas, Elk City 


J. L. Austin, Durant 

P. L. McClure, Ft. Cobb 
W. M. Martin, Yukon 
J. C. MecNees, Ardmore 
W. G. Blake, Tahlequah 
W. N. Johns, Hugo 

Cc. 8. Bobo, Norman 

H. G. Goben, Lehigh 

E. B. Mitchell, Lawton 
M, A. Jones, Waller 

F. M. Adams, Vinita 

J. Y¥. Hoover, Sapulpa 
T. B. Henson, Thomas 
W. E. Seba, Leedy 

(No organization.) 

W. M. Jones, Enid 

M. M. Webster, Stratford 
Walter Penquite, Chickasha 


W. W. Beach, Hollis 

J. Culbertson. Whitefield 
W. Lowe, Holdenville 
P. Rawls, Altus 

W. Murphy, Addington 


L. Share, Kingfisher 
W. Stewart, Hobart 
O. Moore, Braden 

Cc. M. Morgan, Chandler 
Fred Y. Cronk, Guthrie 


KQ> omy 


W. Lee Davis, Kingston 

G. W. Tilly, Pryor 

J. S&S. Childs, Purcell 

R. B. Oliver, Bokohoma 
George Slover, Sulphur 

Oo. C. Klass, Muskogee 

8. F. Brafford, Billings 
Wm. Narin, Nowata 

W. C. Mitchener, Okmulgee 
Thos. H. Flesher, Edmond 
K. L. Colley, Bigheart 

Cc. E. Sexton, Stillwater 
Ed D. James, Haileyville 
W. D. Faust, Ada. 

T. C. Sanders, Shawnee 


E. Y. Bass, Talala 

J. N. Harber, Seminole 

J. W. Sosbee, Gore 

R. L. Montgomery, Marlow 
Wm. H. Langston, Guymon 
J. H. Hanson, Grandfield 
W. E. Wright, Tulsa 

F. W. Smith, Wagoner 

R. E. Pryor, Bartlesville 
W. C. Leverton, Cloud Chief 


0. A. Peirson, Woodward 





OFFICERS OF COUNTY SOCIETIES 


Secretary 
C. M. Robinson, Stilweil 
R. W. Pence, Jet 
T. H. McCarley, Atoka 
R,. C. McCreery, Erick 
W. M. Buchanan, Watonga 
D. Armstrong, Mead 
Chas. R. Hume, Anadarko 
Jas. T. Riley, El Reno 
Robt. H. Henry, Ardmore 
Cc. A. Peterson, Tahlequah 
Cc. H. Swearingen, Hugo 
Gayfree Ellison, Norman 
F. E. Sadler, Coalgate 
L. T. Gooch, Lawton 


. M. T. Clark, Temple 
R,. L. Mitchell, Vinita 
G. H. Wetzel, Sapulpa 


8. C. Davis, Weatherford 
J. P. Powell, Cestos 


J. M. Cooper, Enid 
N. H. Lindsay, Pauls Valley 
Martin Biedsoe, Chickasha 


G. Pinnell, Mangum 

R. F. Terrell, Stigler 

. G. Hughey, Holdenville 
. H. Fox, Altus 

. EB. Clement, Hastings 

. B. Kniseley, Tishomingo 
. B. Cullom, Kingfisher 

. R. Dale, Hobart 

. L. Morrison, Poteau 

. M. Williams, Wellston 
. Lewis Day. Guthrie 

. S&S. Gardner, Marietta 
ohn A. Haynie, Aylesworth 


zt 


L. Adams, Chapel 


J 
J 
J. A. Nelson, Wayne 


A 
F 
8) 
H 
A 
J 
R 
H 
J 
B 
P. M. Richardson, Millerton 
J. A, Adams, Sulphur 
. B. Newton, Muskogee 
L. Keeler, Perry 

R. Collins, Nowata 

E. Bercaw, Okmulgee 
W. R. Bevan, Oklahoma City 
Benj. H. Skinner, Pawhuska 
J. B. Murphy, Stillwater 
H. E. Williams, McAlester 
I. L. Cummings, Ada 
G. 8. Baxter, Shawnee 


w 
F. 
J 
J 


W. A. Howard, Chelsea 

M. M. Turlington, Seminole 
Sam A. McKeel, Sallisaw 
Henry A. Conger, Duncan 
R. B. Hayes, Guymon 

L. A. Mitchell, Frederick 
P. A. Brown, Tulsa 

J. L. Reich, Wagoner 

J. V. Athey, Bartlesville 
E. F. Bungardt, Cordell 
G. G. Gordon, Waynoka 
R. A. Workman, Woodward 




















Office Phone 619 
OR. E. S. LAIN 


Practice Limited To 
Skin, X-Ray and Electro-Theraphy 


Suite 707 State National Bank Building Oklahoma City, Okla. 





— 





M. M. ROLAND, M. D. 
Practice Limited to Dermatology, Radiology and Electro-Therapeutics 


811 Barnes Building Muskogee, Oklahoma 


OKLAHOMA PASTEUR INSTITUTE 
Oklahoma City, Okla. 


For The 
Preventive Treatment of Hydrophobia 


S. L. MORGAN, Director. 
411 West Reno Avenue. lL. D. "Phone 3311 


DR. ANTONIO D. YOUNG 
Diseases of the Mind and Nervous System 


State National Bank Oklahoma City, Okla 


DR. D. D. McHENRY 
Practice Limited To Disease Of 
Eye, Ear, Nose and Throat 


Suites 301-302 Colcord Building Oklahoma City, Oklahoma 
Telephones: Office: Walnut 7058: Residence: Walnut 720 


DR. C. J. FISHMAN 
Consultation in Internal Medicine and Clinical Diagnosis. 


719-723 State National Bank Bidg. Oklahoma City, Okla. 
Telephones: Office Wal. 1839; Res. Wal. 4409. 


PHONE: WALNUT 2625 
LOCAL AND LONG DISTANCE 


NURSES CENTRAL REGISTRY 
106 EAST FIFTH STREET 


CALLS 
PROMPTLY ANSWERED 


OKLAHOMA CITY 


CLUB HOUSE FOR 
OKLAHOMA 


GRADUATE NURSES 


ESTABLISHED A. D. 1908 
GRADUATE NURSES CLUB AND REGISTRY 


27 West Eighth Street Telephone Walnut 3855 





OKLAHOMA CITY, OKLA. 


HENRY S. MUNRO, M. D. 
Brandeis Theatre Building, Omaha, Nebraska 


Consultant in Psychotherapy, Psychiatry, and Neurology 


























Phone 315 Office hours: 10 to 12 A. M. and 2 to 4 P. M. 


ROBERT L. HULL, A. B., M. D. 
Orthopedic Surgeon 
Practice Limited to Diseases of Bones and Joints, Malformations, 
Deformities and Skiagraphy 


432-33-34 American National Bank Bldg. Oklahoma City, Oklahoma. 





DR. JOHN W. DUKE 


Nervous and Mental Diseases. 





Sanitarium 310 North Broad. Guthrie, Okla. 


Office—Central and Prospect Avenues. 
Office Phone 1941, Residence Phone 863. 


DR. JOHN FEWKES 


Hot Springs, Arkansas. 
Ethical Attention to Referred Cases. 














=== DOCTOR : 


OU WILL PROTECT your own interests 
and the interests of your friends by 
patronizing the advertisers of The Journal. 
An effort is made at all times to keep from 
the columns of this Journal questionable ad- 
vertising. You may safely rely on the goods, 
compounds and other materials found 
among its pages. 









































me TULSA HOSPITAL ASSOCIATION 


Was Incorporated in 1906 


It owns, maintains and operates 
THE TULSA HOSPITAL & TRAINING SCHOOL FOR NURSES 


Sunlight and air in every room, silent signal system, modernly planned and equipped 

operating, sterilizing and dressing rooms, etc. Its private ambulance, location on the 

car line, local and long distance telephone connections make it accessible. It is 

equally open to all reputable physicians, but colored patients are not received 
Capacity, forty beds 














TULSA HOSPITAL, West End South Fifth Street 


Patients suffering from contagious diseases, or those who are noisy or violent 
cannot be accepted. Registered nurses supplied. Telephone 70. 


MISS H. C. C. ZIEGELER, Supt. 


Graduate University of Pennsylvania Hospital Trairing School. 


TULSA - - > - - - - - OKLA. 




















| TUBERCULOSIS 
SCIENTIFICALLY TREATED 


HIGH-CLASS ACCOMMODATIONS 
MODERATE RATES 


STAR RANCH IN-THE-PINES 
SANATORIUM 


COLORADO SPRINGS, COLORADO 


WRITE FOR LITERATURE. 


(Please Mention This Journal 








Altitude 6500 Feet 




















NEW ORLEANS POLYCLINIC 


Post Graduate Medical School Tulane University of Louisiana. 
Twenty-Seventh Annual Session opens September 29, 1913, Closes June 6, 1914. 
Physicians will find the Polyclinic an excellent means for posting them- 
selves upon modern progress in all branches of medicine and surgery. 
The specialties are fully taught, including laboratory and cadaveric 

work. For further information, address: 


CHAS. CHASSAIGNAC, M. D., Dean, 
NEW ORLEANS POLYCLINIC, 
Post Office Drawer 261. NEW ORLEANS. 
Tulane also offers highest class education leading to degrees in Medicine, Phar- 
macy, Dentistry, Hygiene and Tropical Medicine. 
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NEW THERAPEUTIC PRICE LIST 


Cloth bound, library style, fully indexed by departments (including, in addition, over 
100 pages of tried and proven Clinical Suggestions), also exhaustive booklet on our 
complete biologic line, sent on request. General samples to those not familiar with 


our products, if specified. 
FOR THIS SERVICE, ADDRESS CHICAGO OFFICE ONLY. 
MENTION THIS JOURNAL, 























THE 


CHICAGO POLICLINIC 


In addition to our regular clines in Surgery, Gynecology, Obstet 
rics, Dermatology, Orthopedics, Rectal, Genito-Urinary, Medicine, Eye, 
Ear, Nose and Throat, we offer unequaled facilities in Operative 
Surgery upon the Cadaver, an4 in intestinal work upon dogs, afford 
ing the best possible opportunity for anatomica] review, and the 
acquirement of modern surgical technique, in these specialties. 

In Laboratory we are giving practical courses in Bacteriology, 
covering examinations of Blood, Pus, Sputum, Urine and Gastric Juice. 
Also special courses in the Wassermann Reaction and the method of 
making Autogenous Vaccines. Courses are continuous throughout the 


year and physicians may enter at any time. 


M. L. HARRIS, M. D., Secy. 


DEPT. D, 219-221 W. CHICAGO AVE., CHICAGO, ILLS. 














RENT THIS 


Microscope 


Nine Months 
Then It’s Yours 


The celebrated Spencer 
Microscope and Com- 
plete Bacteriological 
Outfit with Centrifuge. 
On terms so easy that 
you can’t afford to 
miss this offer. 

















You cannot get a better Microscope than the one offered It is a genuine Spencer, fully equipped with triple nose piece, 
three high power objective lenses, quick screw sub-stage and other latest improvements Magnifying power of one thousand 
times You couldn't buy a finer microscope if you wanted to. It will adequately meet any requirement that a physician or 
surgeon could possibly ask of a microscope. 


SPENCER MICROSCOPE AND BACTERIOLOGICAL SET 


No Ext rae—The outfit is complete. Besides the famous Spencer Microscope, a full Bacteriological sct, centrifuge, stains. 
slides, ctc., is included 
Pays Ite Own Remt—The only real expense will be the first month's rent. After that the savi.g and the extra 
fees it earns for you will not only pay the rent but make additional money that you 
are now compelled to lose. It will make money for you while it is paying for itself COUPON 

: ‘ No “‘ifs or ands*’—No interest. You get the outfit on 
No Bed Tape—No “ifs or and oi get the outht A. S. ALOE CO., 0.K.-1 


first month's rent. Just pay the rent for nine months and it's your absolute 
property. The rent each month doesn’t amount to any more than the cost of a 513 Ulive St., St. Louis, Mo. 
single microscopic examination 





Send without placing me under aay 
obligation, full particulars of how I 


Send for Particalarae—Send today, without obligations, for com =o ae @ Gluaeet Mileeee ond 
plete particulars of this extraordinary offer. Learn how you can own a) famous Seecmartieteadanl Outht = aie ko 
Spencer Microscope 2nd Bacteriological Outfit by making it pay for itself Tear pear ene . 
out and mail the coupon now. It will open wide new avenues of profit. You . 
will be under no obligations. — 

A. S. ALOE CO sre 

. 7 . 
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SURGICAL SUPPLY DEPOT ST. LouIS y 


USE THIS COUPON 4 State 


























THE ELRENO 
SANITARIUM 


A GENERAL HOSPITAL 


Established 1902 
== Having a Capacity of Forty Beds = 


Maintains an Incorporated 
Training School for Nurses 


Contagious Diseases and Violent Nervous Cases Not Received 
DR. J. A. HATCHETT, Internist; DR. T. M. ADERHOLD, Surgeon 
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FOR RATES AND OTHER INFORMATION ADDRESS: 


DRS. HATCHETT & ADERHOLD 


EL RENO, OKLAHOMA 




















DRS. PETTEY & WALLACE’S — 
SANITARIUM TREATMENT OF 


958 South Fifth St. MEMPHIS, TENN. Alcohol and Drug Addictions 
Nervous and Mental Diseases 


A quiet, home-like, private, high- 
class institution. Licensed. Strictly 
ethical. Complete equipment. New 
building. Best accommodations. 

Resident physician and trained 
nurses. 

Drug patients treated by Dr. 
Pettey’s original method under his 
personal care. 














DR. MOODY’S SANITARIUM, SAN ANTONIO, TEXAS 





iSively 
Nervous 
Mental 
/liseases. 








two detached cottages, comprising about 

galleries, all giving ample provision for pr¢ r cls i atio f i for the est cure 
treatment. Rooms may be had ensuite or wit riv e be All buildings sup- 
plied with steam heat, electric lights and fans an water from city 
artesian supply. 

Elegant dining rooms, capacious basement—kitchen with dumb-walters Cold 
storage plant. Private dairy farm nd garden in country Grounds tsolated and 
home-like comprising seven acres of beautiful lawn and shades, cement walks, play- 
grounds, green house, garden, etc. Two blocks from street cars, ten minutes to 
city, twenty minutes to all depots, two blocks from Brackenridge Park, covering 
200 acres with beautiful walks, drives and shades Near Mahneke Park and New 
Country Club. New Army Post Grounds just across the street south with officer 
residences set back about one-fourth mile distant, giving a beautiful exposure wit 
breeze and view unobstructed in all directions, Location and locality tdeal for 
health, rest and recuperation. 

G. H. MOODY, M. D., Resident Physician. T. L. MOODY, M. D., Resident Physician 


J. M. MeINTOSH, M. D., Resident Physician. MRS. GEORGIE LEER, Matron, 
Address G. H. MOODY, M. D., 315 Brackenridge Ave., San Antonia, Texas. 








Kansas City Skin and Cancer Hospital 
1205 Michigan Ave., Kansas City, Mo. 


An ethical institution eminently fitted to carry out pr 


in the treatment of ali skin diseases 
The Me lica Prof 


For particulars, address HALSEY M.LYLE, M. D., Superintendent 
TELEPHONE HOME, EAST 248 


























Dr. BURNETT'S PRIVATE SANITARIUM 


INCORPORATED) 


A PSYCHOLOGIC AND NEUROLOGIC SANITARIUM 
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An Aristocratic’ Home for Mental and Nervous Diseases, Drug and Alcoholic Habits 


Dr. Oscar Jennings of Paris, European authority on morphinism, devotes three 


pages of his book to affirming Dr. Burnett's treatment of the morphine habit; it means 


mental and physical upbuilding from the start, without suffering. 
Each Case Receives Dr. Burnett’s Personal Attention. 


S. GROVER BURNETT, A. M., M. D., Superintendent 
Professor Nervous Diseases, University Medical College; formerly 
Assistant Superintendent L. I. Home of New York for Mental and 
Nervous Diseases and I nebriates. 


3100 EUCLID AVENUE, KANSAS CITY, MO. 
Long Distance Phones: Bell, South 50; Home, Linwood 335. 

















